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2Abstract
Nutrition-related  non-communicable  diseases  were  once  seen  as  a  plight of  the  affluent,  but
increasingly, they are representing the larger part of the burden of morbidity and mortality in lower
income countries as well.  Among the explanations  for the epidemic are a number of structural
changes in the food system. Regulatory and fiscal food policies that address these factors have been
suggested by important organizations, but  they are not being widely adopted. Kenya has enacted
none of them, despite a significant NCD burden that is predicted to become crippling over the next
decades if current trends continue. This thesis seeks to explain why preventative food policies have
not been enacted within Kenya. 
The problem of regulating the food system tends to be examined from a Western perspective.
Food industry influence and an emphasis of “personal freedom” are two of the obstacles that are
commonly discussed. This thesis examines this problem from a low-income country's perspective.
The research question  is  approached from  four  different angles.  The first  two  are focused
within Kenya's national environment – through the identification of belief systems among important
actors followed by an examination of the conditions that have been shown to be necessary to policy
change. The following two angles broaden the scope and include external actors and narratives as
factors that influence policy outcomes. 
The thesis uses a mixed methods approach. Policy documents, narratives within news media,
and interviews of policy makers are combined to present a broad analysis of the  complex policy
situation  in  Kenya.  Advocacy Coalition  Framework  is  utilized  to  help  guide  and  organize  the
analysis of evidence.
This thesis shows that there are supporters of preventative food policy in Kenya, but that they
face many challenges. Important decision-makers within food policy are not engaged with the issue,
and they adhere to policy beliefs that are in conflict with increasing government intervention. The
situation is formidably complex due to the persistence of undernutrition,  and supporters of NCD
food policy possess inadequate resources and data to effectively persuade more powerful actors to
put NCDs higher on the on the political agenda. International actors have not clearly supported
NCD food policy and there are few national policies among other countries from which Kenya can
draw a lesson. Narratives in the news media show a great deal of attention and a strong sense of
urgency about the problem within Kenya, but there is little cohesion among the emphasized causes
and preferred strategies. 
31 INTRODUCTION
Nutrition-related  non-communicable  diseases  were  once  seen  as  a  plight  of  the affluent,  but
increasingly, they are representing the larger part of the burden of morbidity and mortality in lower
income countries  as  well.  The  problem  has  received  significant  attention  in  middle-income
countries such as China and Brazil. However, it is less widely understood that NCDs are becoming
a heavy burden in regions like Sub-Saharan Africa  where undernutrition  is  still  widespread  and
health care and welfare systems inadequate or absent. 
Animal products and foods rich in added sugar, salt, and fat are steadily supplanting traditional
diets  rich in fiber and low in fat  around the world. Globalization  has often  been implicated as a
driver of this trend. Economic integration has exposed societies to large food corporations which,
having saturated affluent markets, are aggressively pursuing emerging markets. Structural changes
in the food system have created an environment where NCD-promoting foods are cheap, abundant,
and  intensely  palatable,  and  whose  producers  possess  astounding  expertise  in  driving  their
consumption.
These and other factors have ushered in a nutrition transition that, instead of taking 50-70 years
as in early developed nations, has taken 10-20 years in low-income countries like Kenya, where at
least half of hospital admissions and deaths are now due to NCDs (Republic of Kenya 2012a). As
the Western diet is spreading to Kenya, so is the Western burden of disease. Non-communicable
diseases are spreading at a pace that far  outstrips Kenya's capacity to cope, and the consequences
are predicted to be dire.
Despite broad consensus that changes in the food environment are a significant driver of the
NCD  epidemic,  the  strategies  governments  take  to  reduce  NCDs  rarely  address  these  factors.
Around the  world,  governmental preventative policies consist  predominantly of educational and
advocacy based campaigns (WHO 2013).  Although education is important,  this strategy has  been
inadequate to control the NCD epidemic. 
Some health advocates  and scholars have been encouraging the use of governmental policies
that are aimed at addressing some of the  structural and environmental  changes mentioned above.
Commonly discussed measures are regulation of the formulation of processed foods, fiscal policies
to change the incentive structure, and restrictions on advertising. A report by the World Bank (2011)
lent support  to these policies when it  proposed that countries consider legislation to “regulate salt
concentration limits in processed and semi-processed foods; Introduce taxes for unhealthy food;
4Provide subsidies for healthy food; [and] Administer marketing restrictions” (ibid., 6). Others such
as the OECD (2010) and the Institute of Medicine (2010) have made similar recommendations for
lower income countries. 
These preventative food policies are still relatively rare. Most importantly, they are absent in
places that are facing the most severe consequences and are the least prepared to cope with them.
Urban regions in Kenya have an NCD prevalence that rivals many high-income countries, yet there
are no preventative regulatory policies in Kenya. Instead, their policy strategy consists of awareness
campaigns and capacity building of the medical system (Republic of Kenya 2012a). This leads to
the research question at the core of this thesis:
Why are there no national food policies for the prevention of non-communicable
diseases in Kenya?
NCD related food policy depends on and is influenced by myriad factors. This thesis aims to give a
multifaceted understanding of the current policy situation in Kenya, and the research question will
be approached from four different angles. The first two focus on Kenya's internal policy actors and
environment. Belief systems  among important actors  are assessed followed by an examination of
the  conditions  necessary  to  policy  change.  The  subsequent two  angles  broaden  the  scope  and
include external actors and narratives as factors that influence policy outcomes.
The  simplest of explanations for the lack of preventative food policy would be that there is
insufficient awareness among policy-makers of the magnitude of the problem and the severity of the
associated  consequences, or  alternatively, because policy-makers do not  believe food regulations
and fiscal policies are appropriate or desirable for Kenya's particular circumstances  for whatever
reason. Therefore, after an account of the important actors and their relational structure is given, the
first  angle of explanation will be sought through an examination of these actors' current beliefs –
how they understand the problem of NCDs and what they think about policy solutions. Their beliefs
are manifested  in  official  documents  and  these  will  be  used,  supplemented  by  interviews,  to
illustrate  the current  policy  priorities, preferences,  and perceptions among important  actors and
institutions within Kenya. 
The second  angle  will  turn  the  focus  toward  the  circumstances  surrounding the  important
actors.  Certain  conditions,  such as  the  presence  of  resources  and  the  tractability  of  the  policy
problem, have  been  shown to  be  necessary for  major  shifts  in  policy direction.  Exploring  the
Kenyan context for these conditions will show the amenability of that context to health-promoting
5food policies and help identify obstacles that stand in the way of actors who advocate for them in
Kenya. 
The third angle widens the focus  to  observe actors  external  to  Kenya.  NCDs are a global
problem,  and international  actors  –  including international  organizations  like  the  World  Health
Organization  as  well  as  other  national  governments  –  demonstrate  their  own  positions  and
preferences  regarding  health  policy.  Their  behavior  and  approach  to  the  problem  will  be
investigated for relevance to Kenya's national policy situation. 
The final facet returns to the concept of beliefs but observes them from a different angle and
within different venues.  Beliefs are expressed in the form of narratives, and the way  issues are
construed in these narratives affects policy outcomes. Narratives encapsulating NCD-related issues
may  work to the advantage or disadvantage  of particular  policy strategies. The way an issue  is
described and the aspects of a problem that are emphasized often imply a certain policy. The role of
narratives  will be considered  on both the national and international levels. The  largest portion of
narratives are taken from the news media in Kenya. 
Outline
This thesis consists of six chapters. The following chapter provides a more detailed description of
the problem of NCDs in lower income countries and within Kenya in particular. Chapter three will
describe the mixed methods used for collecting evidence and the construction of the case study of
Kenya's policy circumstances. The methodology will be followed by the theoretical framework in
chapter four. Advocacy Coalition Framework (ACF) comprises the backbone of the framework that
will  guide  the organization  and understanding of  the  many factors  that  influence  or  determine
Kenya's policy outcomes. In chapter five, the evidence is presented and analyzed in line with the
four angles mentioned above. In chapter six the major conclusions are summarized followed by a
short discussion of the results and possibilities for future research. 
62 DESCRIPTION OF THE PROBLEM
Nutrition-Related Non-Communicable Diseases
This thesis focuses on the set of often interrelated conditions that are associated with a diet high in
animal  products,  energy dense foods rich in  salt,  fat,  and sugar,  low  in fiber  and often highly
processed. It does not take into account associated factors such as tobacco, alcohol, and physical
inactivity,  which are implicated in many of the same conditions.  This is  partly  due to personal
interest stemming  from an educational  background  in  nutrition  and partly  to  make  the  project
manageable. Moreover, there is already a high level of global agreement on “best practice” tobacco
and alcohol policies and they are widely regulated, although to varying degrees. Physical activity is
likely equally important, but a separate issue involving very different phenomena. 
Two  major  nutrition-related  non-communicable  diseases are  cardiovascular disease and
diabetes,  including their associated  metabolic  conditions such as high blood pressure,  high blood
sugar, high cholesterol, and obesity (Popkin 2006). These conditions are often called the metabolic
syndrome in aggregate. Many cancers are associated with the same unhealthy diet patterns and are
also  considered  NCDs (World  Cancer  Research  Fund/American  Institute  for  Cancer  Research
2007). NCDs are sometimes described as chronic or lifestyle diseases.
Non-Communicable Diseases in Lower Income Countries
Nutrition-related NCDs are a fundamentally different problem in poor countries than in rich ones
for several reasons. First, the nutrition transition is occurring much more quickly in lower income
countries, making it difficult or impossible for medical systems to keep up. Second, it is occurring
at a lower level of development, often in places where healthcare and welfare systems are  often
grossly inadequate  (World Bank 2011).  Treatment for NCDs is  often  prohibitively expensive for
people  in  low-income countries (Kirigia  et  al.  2009).  Third,  many of  the  people who are  now
abruptly exposed  to  an  unhealthy,  energy-dense diet  suffered  from inadequate  nutrition  during
crucial stages of development (in utero), thereby predisposing them to NCDs at an earlier age and
with harsher physical consequences (Narayan et al. 2006). Fourth, communicable diseases are still
prevalent in countries like Kenya. Communicable and non-communicable diseases often interact in
very destructive  ways.  For  example,  HIV and anti-retroviral  therapy predispose  patients  to the
7metabolic system, and diabetes increases the risk of tuberculosis by 3.1 times (Hall et al. 2011, 8).
These factors help to  explain why the death rate from NCDs below the age of 60 is 44% in low-
income countries (Nugent 2008, 72). 
The economic affects of NCDs are  also more severe in poor countries. Economic growth is
often urgently needed and poverty reduction depends on a healthy population in order to maximize
productivity  (Cole and Neumayer 2006). People developing  NCDs in low income-countries  are
more likely to become ill or die during their working years rather than after retirement  (Nugent
2008). Machio (2012) found that “chronic illness reduce[s] labor force participation by 61%”  in
Kenya  (ibid.,  21). Many jobs  in lower income countries require manual  labor that is  difficult or
impossible  for  people with physical  disabilities  (WHO and World Bank 2011, 237).  In  Kenya,
small-scale farmers having little assistance from machinery comprise a large proportion of the work
force (Republic of Kenya 2010a, 12). This work is often physically demanding and without health
insurance or  compensation for missed work (Machio 2012). Therefore,  what might be seen as  a
minor health problem to someone in an affluent country can soon become catastrophic in a lower
income country. 
Non-Communicable Diseases in Kenya
Research on prevalence has been piecemeal in Kenya, and much of the national statistics have been
taken from small samples, but an increasing number of studies are drawing a startling picture of
disease burden in Kenya (Institute of Medicine 2012). At the beginning of the 20th century, Kenya
had virtually no NCDs (ibid.).  Now, at least half of all hospital admissions  and deaths  are due to
NCDs (Republic of Kenya 2012a, 5). Thirteen percent of Kenyan's reported an NCD in 2005-2006
(Kenya National Bureau of Statistics 2007). 
Diabetes prevalence is estimated to be 4.2% nationally (Republic of Kenya 2012b, 3), and is as
high as 12% in urban areas, the highest rate found in Sub-Saharan Africa (Hall et al. 2011). Studies
indicate that obesity in Kenya is also among the highest in Sub-Saharan Africa (Dalal et al. 2011).
About 25% of all  Kenyans are overweight or obese,  but the percentage is much higher in many
areas (Republic of Kenya 2012a, 5), and has been found to be as high as 60% among some urban,
female  populations  (Christensen  et  al.  2008,  237).  Hypertension is  also  a  common  problem,
affecting 13% of the population (Republic of Kenya 2012b, 3) and as much as 24% in some regions
(Tawa, Frantz, and Waggie 2011, 29). A cross-sectional study of urban Kenya found a prevalence of
features  of  the  metabolic  syndrome  (measured  by  raised  blood  pressure,  a  higher  waist
circumference,  and low HDL cholesterol)  of 35%  (Kaduka et  al.  2012,  889).  Cancer  is also  a
8frequent cause of death and is responsible for  7% of all mortality in Kenya, up from 1% in 1998
(Republic  of  Kenya  2011a,  5).  There  is  an  annual  cancer  incidence  of  28,000  and  an  annual
mortality of over 22,000 (ibid.). 
A  troubling part  of  the  NCD  problem  in Kenya  is  that, because  of  inadequate access  to
healthcare,  conditions  go  untreated  long  after  they  develop, often  leading to  blindness,  limb
amputation,  or  kidney disease  in  the  case  of  diabetes.  Studies  have  documented presence  of
retinopathy (a  precursor to blindness)  among 7-22% of diabetics  (Hall et al. 2011,  5).  Similarly,
80% of all cancer cases are diagnosed during late stages of the disease,  resulting in the very high
death rate (Republic of Kenya 2011a).  The Kenyan Government  acknowledges that “the need for
health services has escalated beyond the financing capacity of the Ministry of Health” (Republic of
Kenya 2007, 104). 
Most  policies  that address NCDs in Kenya are educational  and medical  (Republic of Kenya
2012a).  Although awareness  about unhealthy behavior has  been shown to be  deficient among the
Kenyan population, there is reason to believe that educational or advocacy based policies alone will
not be sufficient to turn the tide of the epidemic. One study within Kenya showed that over 49% of
those with good knowledge have poor practices related to diabetes (Maina et al. 2011, 17).
Nutrition-related NCDs are a significant problem in all regions of the world, but they have the
potential  to be particularly disastrous  for the welfare of people  low-income  countries.  Although
there is not perfect understanding of the extent of the problem in Kenya, the existing evidence
suggests that the disease burden is high and increasing.
The  problem  in  Kenya  is  alarming enough  to  justify  an  examination  of  its  particular
circumstances. This thesis undertakes to examine one type of strategy in one country. NCDs are a
global problem, but understanding the obstacles in one context, while valuable in its own right, may
also provide clues  to  the problem at  large.  The following chapter  will  describe the process  of
constructing this thesis, the methods employed, and the considerations behind them. 
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3.1 Choice of Topic
I embark upon this project with a number of prejudices. I have been steeped in  an educational
environment  centered  around  nutrition  and  global  health,  where  “Big  Food”  is  demonized  for
making a profit by making people sick. Capitalism itself is seen as suspect and the “corporate food
regime” defined by Friedman  and McMichael is the root of many ills and injustices around the
world, from poor nutrition to the disenfranchisement of farmers (Friedmann and McMichael 1989).
The major  factor  underlying today's  nutrition problems is  that  “food systems are not  driven to
deliver optimal human diets but to maximize profits” (Stuckler and Nestle 2012, 1). Strict, statutory
regulation of the food industry seems the most obvious of policies. 
In this thesis however, I aim to look at regulation of the food system in a more neutral, curious,
and complex way. It is based on the premiss that some form of government intervention in the food
system will be necessary for the successful control of NCDs using statutory regulations  or fiscal
policies,  while  keeping  in  mind  that,  because  these  measures have  not  often  been  employed,
evidence for their efficacy is still limited. The premise makes no assumption that this kind of policy
will be sufficient to eradicate NCDs, nor that  it should be enacted regardless of possible negative
economic or other consequences. 
Food policies in the form of “command and control” style regulations and fiscal policies seem
worthy of investigation as a strategy to combat the problem  of nutrition-related NCDs  for two
reasons. Firstly, because they have been recommended by respected institutions such as the World
Bank; secondly, because they address major drivers of the NCD epidemic. Changes in the food
environment  resulting  from the  modern  food  system have  been  implicated  time  and  again  by
researchers. These changes are: Affordability, abundance, and widespread commercial promotion of
NCD-promoting foods as well as changes in relative prices of healthy and unhealthy foods (Hawkes
2006).  Therefore,  it seems logical  to  employ strategies  that  address  these  changes  in  the  food
environment. 
Food policy entails shaping the food system by setting regulations or changing incentives to
achieve certain goals  (Pinstrup-Andersen and Watson II 2011, 42). Therefore, food policy for the
prevention of NCDs (hereafter referred to as NCD food policy), is shaping the food system through
regulations or incentives with the intention to prevent NCDs. Mandatory labeling is not counted
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among the policies of focus in this thesis, as it is essentially an educational instrument, though it has
at  times  led  to  product  reformulation  (Golan  and Unnevehr  2008).  NCD food policies  include
policies that are enacted with the intention of preventing NCDs and not those that may incidentally
do so.
The aim  is not to understand the policy process from initiation to evaluation, but  rather the
process of getting the  mentioned  policies on the political agenda and broadly recognized as high
priority legislation among essential policy-makers. Corruption and implementation challenges that
are common obstacles in less developed countries are beyond the scope of this thesis. 
The focus of this project in its beginning phases was limited to one particular food policy,
namely trans-fat regulation. However, preliminary exploration of public documents, various reports,
and secondary literature led to a broadening of the topic to include all market intervention food
policies. This kind of detour is common in qualitative research as “surprises, design changes, and
reformulations of concepts and hypotheses” often arise (Kvale 1996, 83).
3.2 Choice of Research Method
The research strategy is based on a single case study design. Single case studies have been criticized
for  their  lack  of  scientific  value,  as  “science  is  a  generalizing  activity”  (Lijphart  1971,  691).
Nonetheless,  case studies are  often chosen as a  method of  research because the phenomena of
interest  are  too complex and context-bound to be studied in any other  way  (Ragin 1999).  The
question this thesis seeks to answer combines a complex, multifaceted health problem within a
fragmented  institutional  setting.  Effective  NCD policies  are  widely  described as  needing to  be
multi-sectoral  and  to  target  the  particular  circumstances  of  the  country  (World  Bank  2006).
Therefore, a method that allows for a large amount of detail is appropriate. Policy ideas that would
plausibly solve  the  problem are  still  few and poorly understood,  making  this  thesis  somewhat
exploratory.
According to  Robert  Yin (2009), a case study should be used to investigate a “contemporary
phenomenon in  depth  and within  its  real-life  context,  especially  when the  boundaries  between
phenomenon and context are not clearly evident” (ibid., 18). This describes the complex problem of
NCD policy-making in Kenya. Bent  Flyvbjerg (2006) seeks to change the apologetic tone often
connected to qualitative case study methods: “Predictive theories and universals cannot be found in
the study of human affairs. Concrete, context-dependent knowledge is, therefore, more valuable
than the vain search for predictive theories and universals” (ibid., 224). 
Cases  are  often  chosen  for  their  typicality  or  averageness  in  order  to  study conventional
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practices  (Ragin  1999). Flyvbjerg  posits  that  strategic  choices  can  help  increase  the
generalizability of the research if, for example, one chooses a representative case, but he also argues
that “formal generalization, whether on the basis of large samples or single cases, is considerably
overrated as the main source of scientific progress” (ibid., 226). When the objective is to attain the
greatest  amount  of information on a  given problem, a  representative case may not  be the best
choice. Extreme cases may reveal more information because they “activate more actors and more
basic mechanisms in the situation studied” (ibid., 229). Furthermore, cases that are extreme in some
way may present a phenomenon in relatively pure form (Ragin 1999, 1139), and this is the case for
Kenya. The problem of NCDs in middle-income countries like China has received much attention,
but China is more advanced economically and institutionally than Kenya. Kenya has an annual per
capita GDP of just 862 USD, ranking 187th among 214 nations (World Bank 2012), with regions
with NCD prevalence that rivals many rich countries and obesity rates among the highest in Sub-
Saharan  Africa.  The  country's extremes  give  it  a  higher  capacity  to  exemplify the  problem of
interest, which is high NCD prevalence and associated consequences coupled with a low-resource
environment (Thomas 2010). 
Kenya is also a useful case because, while it is an extreme case now, the economic dynamism
of its  poorer neighbors and increasing penetration of transnational food corporations will  likely
permit increased exposure to NCD-promoting foods, leading to similar situations in countries not
yet struggling with the problem to the same extent. Moreover, Kenya's government is democratic,
making it more relevant to policy change theories which have predominantly been developed and
tested within democratic contexts.
Boundaries around time and places define cases,  and they can be retrospective, snapshot, or
diachronic  (Thomas 2010). Policy analysis  tends to be retrospective as political  dimensions are
more readily apparent (Buse 2008, 358). This thesis however, constitutes a “snapshot” of the current
policy situation in Kenya. The problem of NCDs in developing countries is often described as an
impending disaster,  and Kenya has only just begun to react. This makes a retrospective analysis
inadequate for the goal of avoiding or ameliorating this disaster. Therefore, the analysis is limited to
a  current  and  single  point  in time.  Despite  motivation  stemming  from the  desire  to  solve  the
problem of NCDs, the research question is a modest one. It does not aspire to broad generalizations
or definitive solutions, but rather to contribute to ideas for further research.
3.3 Choice of Theory
Theory is drawn upon to help explain the case. Case studies “benefit from the prior development of
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theoretical propositions to guide data collection and analysis” (Yin 2003, 13). The purpose is not to
test a particular theory, but to assist  in the “the problem of making facts understandable”  (Ragin
1999, 1138). The theoretical framework draws upon Advocacy Coalition Framework to help guide
data collection and analysis. Other theories (concepts from policy transfer literature and Narrative
Policy Framework)  are used to help expand the domains  from which evidence can be extracted,
thereby  “activating”  even  more actors  and  mechanisms  relevant  to NCD  food  policy. This
exploratory approach increases the breadth of the analysis at the cost of depth. However, because of
the newness of the problem under investigation, I find this breadth appropriate, and due to the lack
of insider access, expedient. As mentioned above, the strength of case study research is its ability to
facilitate  the understanding  of  phenomena  in detail  and  in  great  depth.  However,  the
multidimensional nature of NCD food policy is such that the potential for achieving an exhaustive
understanding of all the important variables is limited. Therefore, it is left to future research to delve
more deeply into each of the single aspects that are covered in this thesis. 
3.4 Gathering Evidence
A mixed method approach –  as is common for case studies – was utilized, and  various methods
were used to triangulate different types of evidence (Ragin 1999). The main sources include: Policy
documents  from the  Kenyan  government;  reports  and  research  documents  from the  WHO and
World Bank;  secondary evidence in the form of peer reviewed articles;  news media articles; and
semi-structured telephone interviews and questionnaires via email correspondence with government
officials and experts who are involved in NCD policy-making within Kenya. 
3.4.1 Policy Document Analysis
Policy documents from Kenya and other important institutions provide the greatest portion of the
evidence. Policy documents  were found on Kenya's official government and ministerial websites
and chosen according to relevance to food and NCD policy. The policy documents serve as a proxy
for  “beliefs  systems”  of  policy-makers.  This  method  is  validated  by  Sabatier  (1988):  “Public
policies/programs incorporate implicit theories about how to achieve their objectives . . . and thus
can be  conceptualized in  much the  same way as  belief  systems.  They involve value priorities,
perceptions of important causal relationships, perceptions of world states (including the magnitude
of  the  problem),  perceptions  of  the  efficacy  of  policy  instruments,  etc.”  (ibid.,  131-132).  The
importance of beliefs will be explained in the following chapter. 
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The search for Kenya's food policy documents made it clear that actors that make food policy
are different from those that make health policy. Food policy is predominantly related to agricultural
and  economic  issues  and  many  agricultural  documents  revealed  information  about  trade,
investment,  and  fiscal  policies  related  to  food.  Stated  beliefs,  perceptions  about  causes,  and
preferred strategies of both groups of actors were identified through these documents.
The  following  are  major  documents  used  to  understand  policy  beliefs  from  the  Kenyan
government and other significant institutions. Only a narrow set of international policy documents
was chosen.  A full representation of global  actors and  policies was too large an undertaking, and
only the most overarching and visible, as well as particularly relevant, policy documents addressing
NCDs are observed on the international level. 
Kenyan Government:
• Kenya Health Policy 2012-2030
• National Cancer Control Strategy 2011-2016
• National Diabetes Strategy 2010-2015
• Health Policy Framework 1994 – 2010, Analysis of Performance
• National Nutrition Action Plan 2012-2017
• National Trade Policy 2010
• National Food and Nutrition Security Policy 2011
• Agricultural Sector Development Strategy 2010-2020
• Strategic Plan 2009-1014
World Health Organization: 
• Global Strategy on Diet, Physical Activity and Health 2004
• Scaling up Action Against Noncommunicable Diseases: How Much Will it Cost? 2011
• Set  of  Recommendations  on  the  Marketing  of  Foods  and  Non-alcoholic  Beverages  to
Children 2010
United Nations General Assembly 
• Political Declaration of the High-level Meeting of the General Assembly on the Prevention
and Control of Non-communicable Diseases 2011
3.4.2 News Media Search
A news media search was conducted in order to identify narratives prominent in Kenyan society and
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identify  more  beliefs  from  actors  relevant  to  NCDs  and  food  policy.  A systematic  search  of
narratives was undertaken.
First,  several  English  online  news  media  in  Kenya  were  identified.  AllAfrica.com  is  an
aggregating site which I was familiar with and which made possible searches for articles from many
different Kenyan Newspapers, most commonly: Daily Nation, The Star, Business Daily, and Capital
FM. A resident of Kenya  was asked about what he perceived to be the significant English news
media in Kenya. Two of these –  Daily Nation and  The Star – are aggregated by AllAfrica.com's
search  function.  The  third  is  titled Standard,  and  searches  were  undertaken  on  its  website.
Wikipedia  referred  to  yet  another  newspaper:  The  EastAfrican.  Search  terms included:  “non-
communicable diseases,” “NCDs,” “cancer,” diabetes,” “heart disease,”  and “obesity.”  All articles
were read and cited from their original publisher, rather than on the AllAfrica.com site. The search
was limited to 2009 to the present to maintain currentness with the policy documents. 
The search resulted in hundreds of articles. The title and first lines of each article was read and
judged for relevance. Over 100 were deemed relevant. These articles were read in their entirety and
the number was narrowed further to those articles containing narratives originating from experts
consisting  of  academics,  health  and  medical  professionals,  and  political  officials.  Thirty-seven
articles are directly quoted in the analysis.
Narratives  about  awareness,  perceived  causal  relationships,  and  preferred  strategies  were
extracted. The number of narratives in Kenyan media is high and the content is rich, diverse, and
deserving of a degree of attention and analysis that goes beyond the scope of this thesis. However, a
summary of the common narratives relating to the nature and magnitude of the problem is provided.
Furthermore, a relatively full but concise assessment of a narrow set of categories relating to causal
perceptions and preferred strategies is also provided in the analysis. 
3.4.3 Interviews and Questionnaires
The early phase of this investigation focused on one particular preventative NCD prevention food
policy,  namely  trans-fat  regulation.  At  this  early  stage,  emails  were  sent  to experts  such  as
government officials, representatives of the private-sector, universities, and civil society requesting
responses  to  a questionnaire.  Two replies  were received from Ministry of Health officials  who
answered questions about trans-fat food policy in Kenya.
Some institutions replied to phone calls or emails, but declined to participate because of their
lack of involvement with the issue. The World Bank country office, for example, stated that their
work  in  Kenya  is  not  relevant  to  food  policy.  The  East,  Central  and  South  African  Health
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Community (ECSA-HC) reported that they are in no way involved with Kenya's trans-fat policy
that is in the drafting process.
The research question was broadened to include a larger category of regulatory food policies.
Additional emails requesting phone interviews were sent as a follow-up to the questionnaires. One
government official (who had previously answered the trans-fat questionnaire) and one NCD expert
agreed to an interview. The NCD  expert  facilitated contact with another expert active in health
policy-making, who preferred to answer the questions in writing. Several attempted phone calls to
the Ministry of Health were not fruitful, with phone calls often being transferred many places and
eventually cut off. There were communication issues with difficulty understanding each other. The
poor response rate was disappointing, and the lack of participation from experts outside the health
domain was particularly unfortunate.  However, it was a turbulent time in Kenya because of the
election in March 2013, so the low response is perhaps understandable. 
Two semi-structured expert interviews were undertaken. The purpose of the interviews  is to
document policy makers' beliefs, priorities, and other perceptions. Interviews work very well with
Advocacy Coalition Framework because of its assertion that beliefs are the causal drivers of policy.
Topics and questions were prepared before the interview that would help reveal the experts' beliefs
and policy preferences  about  NCD policy.  The first  question  was about  whether  they believed
statutory food policies for the prevention of NCDs are appropriate or desirable for Kenya, in order
to confirm or contradict the most simple and intuitive reason for the lack of NCD policies. Further
exploratory  inquiry  was  made about  and  salient  causal  perceptions,  the  nature  of  political
collaboration in Kenya, and perceptions of pertinent obstacles. The interviews were recorded after
asking permission. 
Transcription was undertaken after the interviews. Because of the small number of interviews,
no coding was performed. The content is generally conveyed as direct quotes from the interviews
where it fits thematically throughout the analysis. The interviews are used to supplement the other
types of evidence. 
The Experts
Experts are distinguished from the lay person as “people who possess special knowledge of a social
phenomenon which the interviewer is interested in,” and therefore an expert interview is “a specific
method for collecting data about this social phenomenon” (Bogner, Littig, and Menz 2009, 117).
The following describes the four individuals who agreed to an interview or questionnaire and why
they are relevant to NCD policy in Kenya.  All have an expert role in the policy-making setting
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investigated (ibid.). The experts were informed about and consented to participate in this Master
thesis.
Gerald Yonga 
Gerald Yonga  is a cardiologist and Chair and  Associate Professor of Medicine and Cardiology at
Aga Kahn University in Nairobi. He specializes in non-communicable diseases. He was chair of the
Kenya  Cardiac  Society  2008  to  2012,  and  is  currently  National  Chair  of  The  Kenya  Non-
Communicable Diseases Alliance. He has worked extensively with the Kenyan Ministry of Health
and the Ministry of Medical Services in Kenya in various capacities.
Gerald Yonga gave two speeches at a conference organized by the Institute of Medicine of the
National Academies  in which he participated on behalf of Kenya's Ministry of Medical Services.
The conference  is titled “Country Level Decision Making for Control of Chronic Diseases.” The
speeches are titled  “Kenya Case Study,  NCD Situation” and “Decision Making about NCDs in
Kenya.”  Videos  and  of  the  speeches  are  available  on  the  Institute  of  Health  website,1 and  an
overview of  the speeches  is  found in  a  written document of the same name as  the conference
(Institute of Medicine 2012). This was used to supplement the interview. 
Gladys Mugambi
Gladys Mugambi is deputy head of the Division of Nutrition of the Ministry of Public Health and
Sanitation (hereafter referred to as the Ministry of Health)  in Kenya.  She was interviewed over
telephone  and also filled out  the initial questionnaire about trans-fats  during the earlier stages of
evidence gathering.
Alice Ndong
Alice Ndong is a nutritionist and consultant for Xenihealth, a private company in Kenya. She is on
the committee that is developing trans-fat policy at the Ministry of Health. Gerald Yonga sees her as
an important NCD advocate in Kenya and facilitated contact through email. Alice Ndong preferred
to receive the questions via email rather than through a telephone interview. 
Terry Wefwafwa
Terry Wefwafwa is head of the Nutrition Division at the Ministry of Health in Kenya. She filled out
the  initial questionnaire about trans-fats, but did not reply to subsequent requests for a  telephone
interview. However, much of what she wrote about the more narrow food policy is relevant to the
broader category.
1 http://iom.edu/Activities/Global/ControlChronicDiseases/2011-JUL-19/Day-2/Day-2-Part-1/Video17.aspx   
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4 THEORY
Before  laying  out  the  theoretical  framework,  this  chapter  begins  by  weighing  the  virtues  and
limitations of the theoretical approaches that constitute it.
4.1 The Theories and their Strengths and Weaknesses
Before the 1980's, the process of policy change was often explained in a linear way with the stage
heuristic and the rigid “iron triangles” model, restricted to one level of government (Sabatier 1988).
Since then, a number of theories  have striven to diverge from this linear approach in an effort to
capture the messy and less clear-cut processes of policy-making (Exworthy 2008). Metaphors, such
as loops, streams, windows, and even garbage cans have since been developed to take account of
the  formidably  complex phenomena and the multiplicity of actors involved in  the  policy-making
process.  In the 1980's and 1990's, several frameworks emerged that sought to diverge  from the
traditionally rigid and simplistic model.  Baumgartner and Jones'  (1993) Punctuated  Equilibrium
(PE),  Kingdon's  (1995) Multiple  Streams  (MS),  and  Sabatier's  (1988) Advocacy  Coalition
Framework (ACF) are among the most  widely used  theoretical  models,  and they  all  allow  for
complex analysis of actors, policy, and context. 
I chose ACF over the others because of its particular tools for dealing with a complex structure
of actors. Furthermore, PE and MS are more inherently dynamic, making them less suitable for the
“snap shot” perspective of  the case.  PE emphasizes periods of stability  punctuated by periods of
great and quickly moving change. MS emphasizes windows of opportunity that open when certain
independent  streams  of  conditions  coincide opportunistically  at  some  temporal  point.  These
frameworks are better suited to retrospective or diachronic analysis of a longer period of time and
would be more appropriately applied to places  where NCDs are an older policy issue that  had
reached some degree of stability. Kenya's policy action on the issue has only just begun. 
Although  ACF  predicts  that  major policy  change  happens  slowly  and  is  usually  used  in
retrospective analysis of a decade or more, many of its concepts can easily and clearly be applied to
a relatively static perspective of a complex situation and constellation of actors. Its focus on beliefs
as the causal driver of policy behavior allows for the understanding of important variables, even
when observed at a single moment in time.  Furthermore, it  provides useful terminology for the
identification and characterization of patterns of relationships across policy domains and within
complex systems (M. D. Jones and Jenkins-Smith 2009, 38).
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Another strength of ACF is that it has been used to understand policy-making in many different
contexts for almost three decades. A recent article reviewed  a wide range of analyses in which
ACF's hypotheses  were tested  to  varying degrees  (Weible,  Sabatier,  and McQueen  2009).  The
conditions that, according to ACF, explain policy outcomes were not always shown to predict policy
change, but they were reliably shown to be necessary to it. Therefore, a deficiency of those factors
within Kenya's system can help to explain the lack of policy change in the direction of NCD food
policy. 
A weakness  of ACF is that actors'  behavior depends on the “venues provided by the basic
constitutional structure of the intergovernmental systems within which they evolve” (Kübler 2011,
626), and  the  framework has  been  applied  mostly  to United  States' and European  systems.
Therefore, the transferability to Kenyan governance is  somewhat questionable as institutions are
very different and coalitions less defined. 
Finding a  theoretical  framework that  has  been reliably and repeatedly applied  to  low and
middle-income countries with particular relevance to NCDs and food policy-making is challenging.
Health policy studies in low-income countries are still few and fragmented (Gilson and Raphaely
2008). The most common topics are HIV/AIDS and healthcare systems and little draws upon theory
(ibid.). A review of policy analyses from 1994 to 2007 in developing countries revealed that “health
policy  analysis  is  still  in  its  infancy”  in  low  and  middle  income  countries  (ibid.,  294).  It
characterizes the body of research as small in size, diverse, fragmented, and dominated by authors
based in Northern organizations (ibid.,  297). This is a common criticism of policy  theories  and
research (Conteh and Ohemeng 2009; Marsh and Sharman 2009).
Buse (2008) doubts that one theory can be sufficient to successfully explain policy change in a
particular setting. Because of the newness of the issue and because of the “snapshot” nature of this
thesis, several tools are needed to give a full picture of the situation, as there is no comparison with
other  cases or  between different  points  in time.  Therefore, concepts  form  different theories  are
integrated into ACF. This will increase analytical value, as generalizability is low due to the single
case study design.
ACF will be used to understand Kenya's internal policy situation and will then be buttressed
with  concepts  from  Dolowitz  and  Marsh's  (1996;  2000) theory  of policy  transfer  as  well  as
Shanahan, Jones, and McBeth's (2011) Narrative Policy Framework in order to expand the scope of
both actors and beliefs. They are used to add explanatory power to some concepts already within
ACF, incorporate influential dimensions that surround Kenya's internal policy-making environment,
and increase the relevance to low-income countries. 
A large portion of the health policy analysis  in  low-income countries has focused on how
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“policies are transferred between international and national arenas”  (Gilson and Raphaely 2008,
298). Dolowitz and Marsh's theory and others similar to it are particularly relevant to lower income
countries  because  of  their  relative  dependence  on  international  actors,  and it  focuses  on  the
mechanisms involved in adopting  national  policy from other institutions. Countries often “learn”
from outside institutions, and while “policy-oriented learning” is a major theme within subsystems
in ACF, Dolowitz and Marsh help to explain more specifically how this phenomenon occurs across
subsystems, from international to national domains,  and is therefore a natural supplement to ACF.
International actors have their own policy beliefs  that constrain or enable domestic policies,  and
they comprise the context within which national policy-makers must navigate. Policy transfer will
help facilitate the understanding of factors within territorial dimensions outside of Kenya. 
 The  last  approach  that  will  contribute  to  the theoretical  framework  is  Narrative  Policy
Framework  (NPF).  It adds another class of variables that is easily integrated into ACF,  indeed,
narratives are expressions of policy beliefs. NPF contributes tools for understanding the importance
of beliefs expressed outside the formal policy setting. NPF expands the venues from which policy
beliefs can be identified and helps to explain how they are meaningful in the policy-making process.
Shanahan, Jones, and McBeth (2011) help  to  explain  how the way problems are framed  affects
policy outcomes. 
4.2 Theoretical Framework
The theoretical framework begins with Advocacy Coalition Framework's understanding of essential
actors and considerations about patterns of relationships in policy-making. It then incorporates the
four angles of approach mentioned in the introduction. The first angle relates to the policy beliefs of
national actors  and  the second, to the  immediate conditions  surrounding them.  Policy transfer  is
brought in with the third angle which seeks an understanding of external actors' effect on national
policy, and the fourth angle utilizes Narrative Policy Framework to add a dimension to the role of
expressed beliefs or narratives in policy-making.
4.2.1 Subsystems
According to Advocacy Coalition Framework (ACF), the most essential unit of analysis is called a
subsystem (Sabatier 1988). A Subsystem consists of actors that are actively concerned with a policy
issue  or  problem.  Actors  can  be  people  or  institutions  such  as  policy-makers,  interest  groups,
researchers, or others (ibid.).  Distinct subsystems may not be completely independent but rather
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linked or clustered. Within each subsystem, there are advocacy coalitions. Each advocacy coalition
consists of people from various organizations who share a set of normative and causal beliefs and
often act in  a coordinated way (ibid.,  133).  Subsystems can be nested within  other subsystems
(Sabatier 1998).  Older subsystems tend to be more stable and constituted by more homogenous
coalitions, whereas nascent, emerging subsystems have fewer specialized and established subunits
and interest groups (ibid.).
Partitioning between systems is useful in cases of high complexity and well needed in this case.
Weible,  Sabatier  and  McQueen  (2009)  acknowledge  the  need  for  understanding  subsystem
interdependencies  as  “a  growing  number  of  problems  today  .  .  .  span  traditional  sub-system
boundaries” (ibid.,  134). Policy decisions from one subsystem can impact another and be a major
facilitator  of  policy  change  (Sabatier  1998).  Certain  policy  options  and  problems  can  become
relevant to two different sets of subsystems that do not traditionally collaborate or work on the same
sort  of  policy  (M.  D.  Jones  and  Jenkins-Smith  2009).  Ownership  of  an  issue  defined  by
institutionalized  practices  can  cross  subsystems over  time,  often  due  to  innovative  actions  or
discourse of policy entrepreneurs (ibid.).  Actors within one  subsystem can link policy options to
problems  traditionally belonging to  different subsystems,  and  thereby increase the legitimacy  of
their political engagement with an issue considered to be the domain of a different set of actors. 
 The research question posed for this thesis requires an examination of the structural relations
of  two subsystems. This is because food policy for the prevention of non-communicable diseases
involves two different policy themes and two somewhat distinct groups of actors, each actively
concerned  with  their  own  policy  issue  and  goals.  The  WHO  and  many  others  emphasize  the
importance  of  cooperation  among  multiple  actors  including  government  agencies,  the  private-
sector, and civil society, and  they promote multi-sectoral health policy  to address NCDs (WHO
2004). This imperative is implicit in preventative NCD food policy because NCDs are traditionally
a concern of a health-oriented subsystem including the Ministry of Health as a main actor. Whereas
food-related market interventions, on the other hand, involve various instruments that, especially in
developing countries, tend to be the province of other ministries such as the ministry of agriculture,
trade, and finance who adhere to a subsystem that is concerned with economic growth, productivity,
and even poverty reduction (Pinstrup-Andersen and Watson II 2011).
4.2.2 Belief Systems
Beliefs  play a  central  role  in  Advocacy Coalition  Framework,  because  they are  seen as  causal
drivers of policy behavior (Weible, Sabatier, and McQueen 2009). ACF promotes the importance of
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cognitive factors in policy change  (Fenger  and Klok 2001).  These belief  systems give actors a
strong  bias  and  give  “cognitive  limits  on rationality”  (Sabatier  1988,  158).  The  beliefs  of
institutions and individuals are observable in their behavior and published documents and programs.
The concept of “beliefs” is preferred over “interests” because it is seen as more measurable.  The
term is  a broad one and  includes both normative and empirical cognitive content. Policies and
programs are best thought of as “translations of beliefs”  (Weible, Sabatier, and McQueen 2009,
122). Beliefs are important guides to actors' behavior (Sabatier 1998). 
All beliefs  held by political actors are not equal, and there is a hierarchical structure within
belief systems, according to scope and resistance to change. There are “deep core” beliefs and these
are the most resistant to change. They are broad and normative and often abstract, such as the value
of individual freedom relative to social equality (Jenkins-Smith and Sabatier 1994). There are also
“policy  core”  beliefs, which  are  of  more  moderate  scope,  but  still  involve  basic  normative
commitments and causal perceptions across a policy domain (ibid.). These include value priorities
such as the relative importance of economic growth versus human health; perceptions about the
seriousness  of  the  problem;  and whether  responsibility  for  the  solution  lies with  governments,
markets  or  consumers  (ibid.).  Awareness  of  the  magnitude of  the  problem  of  NCDs  and  its
consequences belongs within this category. Both “core” elements of the belief system operate across
all policy domains and are resistant to change (Sabatier 1998). 
The last category of beliefs is “secondary” beliefs, which are more narrow and can more easily
be changed, for example, in response to new data (Jenkins-Smith and Sabatier 1994). Secondary
beliefs are more specific and concrete, and they include the relative importance of different causal
factors and policy preferences related to a particular regulation. These beliefs are more empirical
and they can be changed in response to new evidence. 
NCD food policies may be highly relevant to core beliefs. Policy beliefs related to the role of
markets versus government or the overall seriousness of the problem of NCDs will strongly affect
the desirability of these policies. 
The core policy beliefs are the “glue” that hold coalitions together (Jenkins-Smith and Sabatier
1994,  183). Lack of cohesion among advocates of a particular policy reduces the efficacy of  that
group  of  actors.  “Relative  stability,  strength,  and  cohesion  of  these  policy  beliefs  within  the
coalitions are useful and relevant independent variables for predicting policy change and outputs”
(Shanahan, Jones, and McBeth 2011, 548). There is bound to be more incongruence among member
beliefs when the coalition is new. 
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4.2.3 The Necessary Conditions of Policy-Oriented Learning
Policy change requires policy-oriented learning, or changes in belief systems and policy behavior
among important actors, and certain factors have been shown to be essential to this process. 
Tractability
Policy-oriented  learning  is  more  likely  when  the  policy issue  is technically  and  analytically
tractable.  Tractability  of  the  problem is  a  frequently  mentioned  requirement  for  policy  change
(Jenkins-Smith and Sabatier 1994).  Characteristics of the policy problem, as well  as contextual
factors can influence tractability. Policies that are infeasible are less likely to get on the political
agenda. There are opportunity costs of enacting a policy that is ultimately impracticable, including
disillusionment, and it puts more tenable goals at risk (Buse 2008).  A lack of consensus among
academics and the absence of a clear solution are serious barriers (Exworthy 2008). Situations that
provoke  a  policy  response  are  often  insufficiently  understood,  indeterminate,  and  “messy”
problematic circumstances, but a successful idea depends on clear indicators to solve the problem
(Kuruvilla and Dorstewitz 2009, 266). Problems involving natural systems,  such as pollution, are
more  conducive  to  learning  across  belief  systems  than  primarily  social  systems, because
experimentation is more feasible and fewer critical variables are active strategists. (Sabatier 1988,
156). Food consumption behavior and its determinants fall under the latter.
The  need  for  policy  learning  across belief  systems  decreases  the  tractability  of  a  policy
solution.  In the case of Kenya, food policy involves actors  generally occupied with food-related
phenomena as well as actors generally occupied with health-related phenomena. This kind of inter-
subsystem learning does occur though. An analogous example is the case of tobacco in the United
States. Before 1964, policies related to tobacco were traditionally the concern of the agricultural
subsystem  (Wood  2006).  In  1964  however,  a  Surgeon  General  declaration,  supported  by  an
increasing body of evidence, helped initiate the movement of tobacco regulation into the health
subsystem  (ibid.). Inter-subsystem dependency is a barely budding theoretical shoot  within ACF,
and  it  is acknowledged that  power  dependencies  between  subsystems  need  further  exploration
(Weible, Sabatier, and McQueen 2009). This is unfortunately among the more under-explored and
underdeveloped concepts in ACF, but belief congruency among actors appears  to be important  to
coordination and influence across subsystems (Sabatier and Zafonte 1998). 
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Scientific and Technical Information
An important feature of ACF is  the strong focus on the “central role of scientific and technical
information in policy processes”  (Weible, Sabatier,  and McQueen 2009, 122). One of its major
hypotheses is: “Problems for which accepted quantitative data and theory exist are more conducive
to policy-oriented learning across belief systems than those in which data and theory are generally
qualitative,  quite  subjective  or  altogether  lacking”  (ibid.,  129).  Therefore,  gaining  greater
understanding of the policy problem is instrumental to policy change, and  actors with opposing
beliefs try to outlearn each other (Sabatier 1988). Policy advocates' desires to “realize core values in
a world of limited resources provide strong incentives to learn more about the magnitude of salient
problems, the factors affecting them, and the consequences  of policy alternatives” (ibid., 1988,
158). 
Political  actors tend to  look for  evidence  that  supports  predetermined positions  and try to
understand the world in order to advance their policy agenda (Jenkins-Smith and Sabatier 1994).
“Only very, very solid empirical evidence is likely to lead” policy advocates to change their beliefs
(ibid.,  183).  Knowledge of both the problem and policy solutions are important for convincing
actors with differing beliefs. The scientists and researchers who work to better understand the world
are seldom neutral about policy and often belong to advocacy coalitions (Sabatier 1998). 
Research and data collection play an amplified role in the NCD food policy because of the
complexity of the issue. Thorough knowledge is crucial to the quality of policies. For example, in
the case of food policy in general, “it is important to understand the food consumption behavior of
the target group and, as part of such undertaking, to identify the factors that can be used as conduits
for policy interventions” (Pinstrup-Andersen and Watson II 2011, 88). Food system policy solutions
are more likely to be successful if there is thorough understanding about the risks among specific
cohorts, the causes and future trends (ibid., 52).
Resources
The resources available to  policy advocates are also crucial for the success of a policy.  “While
belief systems will determine the  direction in which an advocacy coalition (or any other  political
actor) will seek to move governmental programs,  its ability to do so will be critically dependent
upon its resources. These include such things such as money, expertise, number of supporters, and
legal  authority”  (Sabatier  1988,  143).  Because  of  the  important  role  of  information  in  this
framework,  scientific  and  technical  expertise  is  a  highly  important  resource.  When  coalition
members pool resources it increases their chance of success (Sabatier 1998). 
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ACF asserts that outcomes are not only determined by the balance of financial resources, but
important  factors such as leadership and coordination do require resources (Sabatier 1998). It is
important  to  emphasize that  it  is  not just  monetary resources  but also political,  analytical,  and
technical  that  affect  the  strength  of  coalitions,  and  major  policy  change  usually requires an
augmentation of resources of one sort or another (ibid.). 
4.2.4 External Actors
ACF  posits  that  events  outside  the  subsystem are  usually  necessary  to  initiate  major  change.
Dolowitz and Marsh help explain how international actors often act as this exogenous influence. 
Policy transfer is defined as the “process by which knowledge about policies, administrative
arrangements,  institutions  and  ideas  in  one  political  system  (past  or  present)  is  used  in  the
development  of policies,  administrative arrangements,  institutions and ideas  in another  political
system” (Dolowitz and Marsh 2000, 5). Policy can be transferred to the national government level
from other governments or from international organizations. Policy goals, policy content, policy
instruments, policy programs, institutions, ideologies, ideas and attitudes, and negative lessons can
all be transferred across institutions.  When a problem emerges, countries actively seek new ideas
among  other  institutions  or  governments  as  a  means  to  solve  the  problem  that  requires  few
resources (Dolowitz and Marsh 2000).  
Although the literature on policy transfer in less developed countries is still relatively thin, the
literature that does exist tends to treat less developed countries as passive receivers of policy from
the outside. International organizations such as the United Nations, the World Bank,  and the IMF
have been described as forcing “Western” ideas on less powerful countries, and this one-directional
perspective has been rightly criticized  by Conteh and Ohemeng (2009). However, less developed
countries  do tend to be borrowers rather than lenders of policy, because many of the mechanisms
that drive transfer and diffusion exert a stronger influence on developing countries than on affluent
countries  (Marsh and Sharman 2009). For example, one mechanism is coercion due to resource
dependency (Dolowitz 2009). 
Countries also learn from each other voluntarily and mimicry plays an important role in policy
transfer. There are advantages and incentives to pattern policy after outside institutions that are
particularly  attractive  to  low-resource  environments.  When  a  country  faces  a  complex  and
inadequately understood problem, mimicking policy from others may be a viable and cost-effective
solution (Dolowitz 2009, 327). 
International organizations such as the OECD and the UN and its various agencies  play an
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important role in the spreading of ideas, programs, and institutions around the world. They gather
disparate actors at conferences and proliferate information through reports  (Dolowitz and Marsh
2000). They provide important fora in which learning can take place. Policy change is more likely
when there exits a prestigious professional forum requiring participation from actors adhering to
various belief systems (Sabatier 1998). Consultants for  international organizations are  sometimes
sent to countries to actively guide policy development (Dolowitz and Marsh 2000).
International  organizations  can help  to  build political  capacity to  initiate  the  multi-sectoral
collaboration  that  is necessary  for  changes  in  NCD policy,  as  non-communicable  diseases  are
seldom on the radar of actors within agriculture, trade, development, finance or law enforcement
(Blouin 2012, 122). Health authorities seek support for public health goals at the international level
in order to strengthen their position at home, as ministries of health are often relatively weak actors
within governments (ibid.). 
Some external actors have an important ability to increase political resources in low-income
countries. Strong policy recommendations from organizations like the WHO can help legitimize
policy suggestions from health advocates, resulting in increased political resources (Blouin 2012).
This increased political  support is  vital  because policy attributes tend to persist  until  change is
“imposed by a hierarchically superior jurisdiction” (Weible, Sabatier, and McQueen 2009, 129).
Non-communicable diseases  fall  within a  policy domain that  is  international in scope,  and
although a single subsystem can include actors at both national and international levels, this thesis
treats international organizations as external to the Health Policy Subsystem in Kenya. 
4.2.5 Narratives
An examination of narratives is a natural  extension to  the concept of  belief systems within  ACF.
Narrative Policy Framework also addresses belief systems and it helps to expand the understanding
of their expression and influence. 
Political action arises from real world problems (Kuruvilla and Dorstewitz 2009, 269), but it is
not just objective conditions that are important. Rather, they are interpreted and exploited by policy
advocates with varying degrees of skill  (Jenkins-Smith and Sabatier 1994).  Shanahan, Jones, and
McBeth's (2011) Narrative Policy Framework contends that an account of the narratives is essential
to understanding policy change. “Stakeholders use words, images, and symbols to strategically craft
policy narratives  to  resonate  with  the  public,  relevant  stakeholders,  and governmental  decision
makers, with the aim of producing a winning coalition” (ibid., 536). Ideas matter, not just objective
problems.  In  the  case  of  nutrition  in  developing  countries,  Pelletier  et  al.  (2012) found  that
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successful strategies for getting nutrition on the agenda do not just involve clear evidence for the
size of the problem, but also the framing of the problem in a way that has political resonance ( ibid.,
28). 
Policy narratives can be influential to policy change  for their affect on both  policy-elites as
well as the general public.  Changing narratives directed at the public is a way problems that are
traditionally seen as  the province of one subsystem, can be associated with another  (Jones and
Jenkins-Smith 2009).
Narratives can be institutionalized and Shanahan, Jones, and McBeth (2011) hypothesize that
policy change occurs when a new discourse or story becomes dominant (ibid.,  55). “Policy sub-
systems,  especially  those  with  hotly  debated  issues,  routinely  face  challenges  from  groups
promoting competing policy images” (Wood 2006, 425). Certain aspects of an issue are selected
and made salient,  leading  to  a  particular  course  of  action  (Kwan 2009). Narratives  emphasize
specific causal arrangements. All policies and programs have a message and “incorporate implicit
theories about how to achieve their objective” (Jenkins-Smith and Sabatier 1994, 179). 
Media coverage that focuses attention on a particular issue can either hinder or accelerate the
success of policies (Exworthy 2008).  Content of news media narratives about a policy issue can
contain both “policy core beliefs and predictable political strategies” (Shanahan, Jones, and McBeth
2011, 538). Narratives in different media can reveal belief systems and “are a critical source for
researchers and practitioners to understand political maneuvering, differing political ideologies, and
problem definition” (Shanahan, Jones, and McBeth 2011,  536).  Researchers, interest groups, and
the media can be important creators and reinforcers of narratives, as they construe the problem in a
way that justifies their preferred policy solutions (Price 2011, 286). 
A change in public opinion can be  a  major initiator of policy change  (Weible, Sabatier, and
McQueen 2009). Narratives provide valuable descriptions, explanation, and discussion of the recent
and current state of affairs. They can also help to reveal what is necessary to help pave the way for a
particular policy.
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4.2.6 Summary
Illustration 1 shows the way in which NPF and policy transfer are integrated into ACF and how the
four angles of approach fit together with the theoretical framework. The following is an overview of
the important theoretical components that guide the analysis. 
• Subsystems are in  important unit  in  the analysis  of policy-making.  NCD food policy is
dependent on both health and food policy subsystems. NCD advocates reside in the Health
Policy Subsystem, but powerful actors that are important to  nutrition policy reside in the
Food Policy Subsystem. Understanding the system of actors is the first step in understanding
policy behavior. 
• Belief systems are the causal drivers of policy change, and beliefs can be observed in policy
content.  Cohesion  and  strength  of  beliefs  within  a  subsystem in  the  form  of  policy
preferences, causal perceptions, the perceived magnitude of the problem, and value priorities
affect the success of a policy. Core beliefs are very resistant to change but secondary beliefs
may change in response to new data.
• Understanding  the  conditions  that  have  been  shown  to  be  necessary  to  policy-oriented
learning can reveal obstacles to a particular policy and to advocates seeking change. A set of
conditions are necessary, while not necessarily sufficient, to policy-oriented learning within
and across belief systems. Successful policies will be analytically tractable, have extensive
Illustration 1:ACF and augmentations by two other theoretical concepts (right side). The
numbers  (1-4)  indicate  the  angle  of  approach  and  the  order  in  which  they  will  be
addressed in the analysis.
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scientific and technical information supporting them, and their advocates will have access to
ample resources. 
• Countries learn from external actors. This makes the policy beliefs and behavior  of major
international  organizations  and  other  countries  important  influences  on  Kenya's national
policy. Examining the behavior of the international community can help explain  political
behavior of states, especially those which tend to be borrowers of policy. 
• Content  and  prevalence  of  narratives  addressing  a  policy  problem  can  be  significant
instigators  of  change.  The  way an  issue  is  framed  implies  a particular  policy  solution.
Aspects of an issue made salient or emphasized by experts affect public support for a policy.
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5 ANALYSIS
5.1 Introduction to the Two Subsystems
The two subsystems most relevant to NCD food policy in Kenya are the Health Policy Subsystem
and the Food Policy Subsystem. They are not mutually exclusive or completely free of linkages, but
the groups of actors centered around each policy issue are relatively distinct.
5.1.1 Health Policy Subsystem
The subsystem that is most  engaged with the problem of NCDs is the Health Policy Subsystem.
Consideration was made about  whether  there is enough evidence to analyze a structure of actors
centered more narrowly around NCDs rather than the broader category of health. 
There  are reasons to believe  that a subsystem could be attributed  solely to  NCDs.  There has
been  much  policy  activity  focused  on  the  problem  and several  policies  have  been  devoted
exclusively to it (discussed below). There is also a Non-Communicable Disease Division within the
Ministry of Health. Moreover, experts whose work (outside of the government) is entirely devoted
to  NCDs  are integrated  into  the  policy-making  process.  For  example,  Alice  Ndong is  on  the
committee  that is  working on  a policy for trans-fats  regulation, although her main job is  in the
private-sector working with NCD related nutrition matters. Gerald Yonga, a cardiologist, professor
and head of the NCD Alliance in Kenya, has also  contributed to policy and  worked in  various
capacities  within and on behalf of the  Ministry of  Health  and  the Ministry of Medical Services
(Institute of Medicine 2012).
An NCD subsystem seems to be emerging, but it is nested within the Health Policy Subsystem
and it is difficult to draw boundaries  between the two.  It is seldom that  government officials are
engaged only with NCDs in Kenya. Authorship of NCD-related documents is usually attributed to
the Ministry of Health often in conjunction with the Ministry of Medical Services rather than to the
NCD Division, and the Ministries are the main institutional actors regardless of whether the policy
topic is  Health in general  or NCDs in particular.  Policy activity on the issue is  very new, and
because  of the emergent  nature of the NCD  Policy  Subsystem,  the Health  Policy Subsystem  is
chosen as the main unit of analysis. 
Gladys Mugambi confirmed that the Ministry of Health is the primary actor dealing with NCD
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issues: “The ministry of health is spearheading and where necessary involving other partners and
other ministries.”2 Beside the Ministry of Health and the Ministry of Medical Services,  Kenya's
Health Policy Subsystem is comprised of a fragmented plethora of actors.  Non-state health sector
actors  began to  increase  in 1994 after  a period of  Ministry of  Health dominance  and the  total
number of NGOs in Kenya increased from 125 in 1974 to over 4200 by 2006 (Brass 2012, 209).
There  are  now a  prodigious  number  of  actors  and  institutions  within  the  health  field,  and  the
coordination mechanism is extremely elaborate (KIPPRA 2010).  A  third of Kenya's total health
expenditure is funded by international donors (Republic of Kenya 2009, 13).
Importantly,  Kenya's  government  has  incorporated  these  organizations  into  policy-making
(Brass 2012). Policy documents do not often reveal specifically which actors fought for or worked
on them, but some of the health policy documents that will be presented below acknowledge some
contribution  from  other  institutions  such  as  international  NGOs,  universities,  hospitals, faith
organizations, and occasionally particular individuals in the making of the policy. 
Gerald Yonga describes the myriad organizations as being integral to  the Ministry of Health:
There  are “many  organizations  within  the  Ministry  of  Health—especially  donor-funded
organizations—with completely different  funding and infrastructure, and often, a total refusal by
particular  departments  to  collaborate  with others”  (Institute  of  Medicine 2012,  15).  The Kenya
Institute  for  Public  Policy  Research  and  Analysis  (KIPPRA) confirms this assessment  of  the
functioning of the Health Policy Subsystem, as initiatives are almost always donor driven and there
is excessive political  interference with the  Ministry  of Health to  the extent that  it  significantly
affects its function (KIPPRA 2010). 
Despite the crowded state of the Subsystem, there do not seem to be many actors working with
NCDs. Gerald Yonga claimed that there is little participation from civil society with NCD issues.3
Moreover, when asked what role civil society plays in Kenya, Alice Ndong replied, “Not much,
because of a lack of advocacy teams for a nutrition agenda.”4 The  multiplicity of NGOs that are
working for health issues such as communicable diseases and health service provision do not seem
to be present for NCD prevention. 
5.1.2 Food Policy Subsystem
The Food Policy Subsystem in Kenya is comprised of actors  for which food policy-making is an
institutionalized practice. Deciding who belongs in this subsystem is a complex task. The Ministry
2 Mugambi, Gladys, Telephone interview by Summer Cook, from Copenhagen to Nairobi, June 9, 2013.
3 Yonga, Gerald, Telephone interview by Summer Cook, from Copenhagen to Nairobi, June 5, 2013
4 Ndong, Alice, Email communication with Summer Cook, June 14, 2013.
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of Agriculture is an obvious actor devoted to food policy.  “National Food Policy” is listed as the
second  function  of  this  Ministry  on  the  government  website,  after  “Agricultural Policy  and
Services”  (“Ministry  of  Agriculture”  n.d.). There  are  also  nine  other ministries  related  to  the
agricultural sector in the Kenyan government, for example, the Ministry of Planning Development
and Vision 2030 (Republic of Kenya 2010a, xiv).5
The Kenyan Agricultural Research Institute (KARI) is an important public research institution
that  gives input  to  food and agricultural  policy (KARI 2009, 29).  The Ministries of Trade  and
Finance also inform food policy, and trade and investment issues are commonly integrated into food
policy.  Another important actor,  The Agricultural Sector Coordination Unit (ASCU), is an inter-
ministerial  coordination agency charged with the task of analyzing and harmonizing  policy that
affects  the agricultural  sector  (Republic  of Kenya 2010a).  Many  of the  food  policies  examined
below  are signed by the  former  Minister of Agriculture, William Ruto,  and  individual  technical
experts are also often mentioned as having contributed to a particular policy.
The  Food  Policy  Subsystem is  an  agriculture  centered subsystem, and agricultural  policy
documents also contain policies that address food further up the processing chain. The agricultural
focus is not surprising, considering the importance of agriculture to Kenya. Agriculture comprises a
majority  (directly and indirectly) of the general Kenyan economy (Republic of Kenya 2010a, 1).
The  agricultural  sector  employs  80%  of  the  labor  force,  generates  60%  of  foreign  exchange
earnings and provides 75% of raw materials for industry (of which food processing is a significant
part) (ibid.).
Strong private sector actors such as transnational food corporations are also important actors in
Kenya's Food Policy Subsystem. Many of these actors are often implicated in the global spread of
NCDs (Hawkes 2007). Unilever, Nestle, Kraft, Foodcorp, Tiger Foods, PepsiCo, Coca Cola, are all
investing in Kenya (“Major Brands in Africa” 2012). Kenya manufactures food for the region and
this  is  a  highly coveted position among its  neighbors  (UNCTAD 2005).  National  and  regional
supermarket chains have also emerged as significant actors in Kenya's food system (Busch and Bain
2004). Food processors and market analysts  are optimistic about room for growth of processed
foods and sugar-sweetened beverages  in Kenya (Business Monitor International 2011).  Therefore,
these actors are likely to play a growing role in Kenya's food system. 
5  This has changed since the election of Uhuru Kenyetta in March 2013, as he has significantly reduced the number
of ministries in Kenya.
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Illustration 2 is  a simplified diagram that  demonstrates the policy areas that  are the traditional
province of each subsystem. Topics and types of policy within the Food Policy Subsystem seem to
be more linked than in the Health Policy Subsystem, and this will be explained further below. The
policy areas are not necessarily distinct categories, nor is the diagram a comprehensive illustration
of the subsystems' activities.
5.2 Belief Systems 
This section examines beliefs in the form of perceptions about the magnitude of the problem, policy
preferences, priorities, and  perceptions of  causes among important actors. Uncovering the beliefs
shows what support exists for NCD food policies and conversely, how beliefs may be obstacles to
the policies. 
Sabatier (1998) found that “policy documents in parliamentary systems often take the form of
'white papers' or 'reports' whose legal status is much more ambiguous than the changes in statute”
that are common in other systems such as the United States (ibid., 120). This seems to also be true
of the policy documents below.
Illustration 2: Policy areas with which the Health and Food Subsystems are engaged.
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5.2.1 Belief Systems within the Health Policy Subsystem
The following is an  examination of  belief systems manifested within  NCD-related  health policy
documents and from personal interviews and correspondence with the four experts.
NCDs in Public Policy 
The Kenyan government has produced a flurry  of  health  policy  documents in just  the past  few
years, some of which focus exclusively on NCDs. 
Kenya Health Policy 2012-2030 
The most broad policy document is the  Kenya Health Policy,  authored  by the Ministry of Health
and Ministry of Medical Services (Republic of Kenya 2012a). It is a framework meant to address all
major  national  health  issues  over many  years.  The  document  states the  target  of  halting  and
reversing the burden of NCDs by 27% by 2030 (ibid., 13). This is an extremely ambitious target, as
the same document cites that  the current trend predicts that NCD deaths will increase by 55% by
2030, if the health policy approach does not change (ibid., 12). 
Of the seven strategies listed to combat NCDs, most focus on health care services. One is
educational: “Strengthen advocacy for health promoting activities” (ibid.,  16). The other is non-
specific: “Put in place programs for non-communicable diseases prevention and control” (ibid.).
This is very vague and does not reveal specific policy preferences. 
 The document says little about the nutritional causes of NCDs.  Causal explanations are not
described in terms of  diet-related  behaviors  or the nature of the food environment, but rather as
“obesity” (ibid., 5). Food regulations are not specifically considered. None of the strategies address
the changing nature of the food system, the effects of globalization, or the influence of industry. It is
generally a rather medically centered policy. The document puts more emphasis on communicable
diseases and undernutrition than NCDs.
National Nutrition Action Plan 2012-2017
The  Nutrition  Action  Plan  by  the  Ministry  of  Health  is  centered  almost  entirely  around
undernutrition  (Republic of Kenya 2012b).  It does, however,  name a target for NCD reduction:
“With  the  growing  burden  of  over  nutrition,  Kenya  is  committed  to  the  63rd  World  Health
Assembly's  resolution to reduce  25% of premature deaths as result of NCDs by 2025, promote
active aging and engage in partnerships to reduce NCDs” (ibid., 2). This is a different target from
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the  previous document, suggesting a  lack  of  coordination between  the  authors  of  the  two
documents.
The prevention, management, and control of  diet-related NCDs is number  6 of  11 strategic
nutrition objectives listed, and preferred policies are named within this objective. One is broad and
non-specific:  “Review,  develop  and  implement  comprehensive  strategy  and  guidelines  for
prevention, management and control of diet related NCDs” (ibid.,  16).  The other two are medical
and educational.  It acknowledges the need for clear strategies,  but  provides little detail about  the
particular instruments it prefers to see implemented. 
Causes of  the  problem  are  identified  as  “lifestyle”  changes  in  behavior characterized  by
excessive  consumption  of  heavily  processed  foods  rich  in  salt,  fat,  and  sugar  coupled  with
insufficient physical activity (ibid., 16). 
Undernutrition  has  a higher  priority  in  the  National  Nutrition  Action  Plan  than non-
communicable diseases, and there is neither mention of NCD food policies nor acknowledgment of
the environmental causes to NCDs. 
National Cancer Control Strategy 2011-2016
A major focus in the National Cancer Control Strategy by the Ministry of Health and the Ministry
of Medical Services is prevention  (Republic of Kenya 2011a). Unlike the previous documents, it
acknowledges the structural and environmental causes of cancer as well as other NCDs, describing
the causes as economic growth and globalization of markets for unhealthy foods which have led to
increased exposure to modifiable risk factors as the cause of the rapid increase of NCDs in Kenya
(ibid., 12). A stated goal is to “reduce exposure to environmental carcinogens” (ibid., 14). However,
it only encourages regulations that remove alcohol and cigarettes from the environment rather than
foods associated with cancer. Policy preferences involving food include only education: “Enhanced
health  promotion,  education  and  advocacy .  .  .  will  empower  the  public  in  general,  to  adopt
healthier lifestyles” (ibid., 10).
National Diabetes Strategy 2010-2015
The Ministry of  Health  created  a  National  Diabetes  Strategy in  2010,  making Kenya the  first
African country to do so  (Republic of Kenya 2010b).  It is the only  policy  document found  that
promotes  food  policy  for  the  prevention  of  a  non-communicable  disease.  It  also emphasizes
environmental causes: “Policies and legislation are pertinent in the implementation of interventions
that support diabetes prevention and control.  These are important in control of  exposure of the
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population to risk factors  for diabetes  and other  chronic non-communicable diseases” (ibid.,  x,
emphasis added).
The document contains the most clear and explicit language promoting NCD food policies and
recommends regulations “limiting salt contents, limiting advertising for unhealthy foods and correct
labeling of food products”  (ibid.,  5). Moreover,  it  states that  one of the most effective ways to
improve diets  is  to “regulate or provide incentives for food manufacturers to replace unhealthy
ingredients or products with healthier ones” (ibid.). This puts the responsibility on the manufacturer
rather  than  the  individual,  in  contrast to the  previously  mentioned policies.  It  continues,
“Agricultural  policies  should  be  geared  towards  the  production  of  traditional/indigenous  food
varieties while price policies need to make such food more affordable to the population” (ibid.). The
regulation  of  food  at  all  levels  of  production appears  to  be  a  core  policy  preference.  Other
mentioned strategies are educational, medical, and technical. 
This policy document is the only document that encourages NCD food policy. The Ministry of
Health was supported in  the authorship of this  policy by the World Diabetes Foundation,  DMI
Centre, and the International Diabetes Foundation, African Region. 
Review of the Kenya Health Policy Framework 1994-2010
The Kenyan  Institute  for  Public  Policy Research  and Analysis  (KIPPRA) carried out  a  review
assessing the  results  of  the  previous  Kenya Health  Policy  and  it  clearly identifies priorities
(KIPPRA 2010).  NCDs  are  given  a  “medium  priority”  (of  low,  medium,  and  high),  while
communicable diseases such as malaria and AIDS and family planning  are in the “high priority”
category (ibid., 42).  It acknowledges that  NCDs are a growing problem, but they are only briefly
mentioned. The problem of NCDs is described in terms of the medical system, but it acknowledges
the importance of prevention: “Since provision of health care is critical  for development,  these
concerns are pertinent for resource-constrained countries like Kenya which must consequently take
advantage of opportunities to curb disease” (ibid.,  50). There  are no suggestions for how curbing
NCDs ought to be undertaken.
Mandatory Food Fortification
The Ministry of Health has been involved with a project promoting the micronutrient fortification of
staple foods over the last several years. In 2012, Kenya mandated that producers of flour and edible
oils fortify their products with micronutrients such as vitamin A and iron (Ministry of Public Health
and Sanitation 2012). The aim of this law is not to control NCDs, but rather to reduce micronutrient
deficiency  and  promote  nutrition  security.  NCDs  are  neither  mentioned  in  the  extensive
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informational newsletter by the Ministry of Health nor by USAID in its review of the recent food
fortification activity in Kenya (USAID 2009). The law is relevant here because it seems to be an
intersection between health and food subsystems. It appears to contradict the claim that food policy
lies  outside  the  domain  of  health  policy-makers,  because  it  is  a  food  policy  and  it  has  been
developed and promoted by the Ministry of Health.
However, according to USAID, the implementation of this initiative and interaction with the
industry actors (which was begun long before the law was enacted) was mostly donor driven, by
organizations such as USAID, ECSA-HC6, Micronutrient Initiative (Canadian NGO), and Global
Alliance for Improved Nutrition (Swiss NGO). “Policy development for food fortification has not
been a cause-and-effect issue. It has been a reactive, rather than proactive, process and therefore has
neither hindered nor helped food fortification efforts. For instance, usually policies (cause) guide
the development of standards and regulations (effects).  In Kenya, however,  the situation is one
where standards and regulations (effects) will guide policy formulation (cause). This is a clear case
of  retrospective  policy development”  (USAID 2009,  16).  The food fortification  initiative  is  an
illustration of how Kenya's health policy is being driven by outside actors rather than an example of
coordination and communication between Kenya's policy subsystems.
Individual Experts 
This section is an overview of policy beliefs of instrumental individuals that are revealed through
interviews and questionnaires. 
Gerald Yonga confirmed that there are in fact no NCD food policies in Kenya. “We currently
have no regulations, we have no taxes, subsidies as far as food is concerned. For sugar we have no
legislation at all. For salt there is no legislation at all.” These regulations do exist for alcohol and
tobacco, “but as far as food is concerned, this is completely lacking at the moment.”7
All of the experts agreed that NCD food policy is a desirable and necessary category of policy
for Kenya.  They all adhered to a core policy preference in favor of statutory preventative food
policy, but to varying degrees of specificity and strength. When asked if he would like to see such
legislation, Gerald Yonga replied, “Certainly [because] 27-40% of the population are hypertensive
and a diabetes prevalence is going up to 14%. . . . I think the government needs to come out firm
and be a regulator, a firm regulator.”
6 East, Central and Southern Africa Health Community
7 Yonga, Gerald, Telephone interview by Summer Cook, from Copenhagen to Nairobi June 5, 2013
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Alice Ndong named “taxes on unhealthy foods or subsidies on healthy foods” as preferable
NCD policies.8
Gladys  Mugambi  also  believes  regulations  would be desirable  but  chose not  to  name any
particular instruments during the interview,  yet she did support the regulation of trans-fats in an
earlier questionnaire. She emphasized the need for educational policies. More progress needs to be
made on “how to educate people on how to prevent those problems.”9
Terry Wefwafwa supports the mandatory reduction of both manufacture and imports of trans-
fats.10
The experts also espouse a causal story that implicates the environment and the globalization of
unhealthy food. For example, Gladys  Mugambi said,  “Globalization has led to changing our life-
styles  and decreased consumption of indigenous food.”  She continued,  “most of the problems we
face are through the food.”11
There are some discrepancies between the experts' descriptions of how well the government is
tackling the problem of NCDs. Yonga related: “The Ministry of Health has been focusing a lot more
on infectious  diseases  such as  malaria,  tuberculosis  [and] HIV, and when they get  involved in
nutrition, it  is usually about breast feeding, child nutrition basically, and monitoring low weight
children but not necessarily the problem of NCDs.”12
Alice Ndong believes that the government does not make NCDs a high enough priority  and
said, “I do not feel the support from the government as much as it should be.”13
Gladys Mugambi was more optimistic: “There's a lot going on, we are taking action.”
There has been an ostensibly strong focus on the problem in the government, considering the
number of  related  policy documents.  Yet  Yonga criticized this  approach, blaming the  Ministry of
Health for falling into the trap of “silos” by being “too specific while not addressing the common
NCD approach.” Yonga believes this disjointedness is an enormous problem, “If one really wants to
beat the problem, it must be [done] comprehensively.”12
There was also a  discrepancy between the experts  perception of collaboration between the
Ministry of Health and other ministries. Yonga believed that the Ministry of Health and Ministry of
Agriculture were engaged with quite separate policy issues. 
8 Ndong, Alice, Email correspondence with Summer Cook, June 14, 2013.
9 Mugambi,  Gladys,  Telephone  interview  by  Summer  Cook,  from  Copenhagen  to  Nairobi,  June  9,  and  email
correspondence Jan 14, 2013
10 Wefwafwa, Terry, Email correspondence with Summer Cook, January 1, 2013
11 Mugambi, Gladys, Telephone interview by Summer Cook, from Copenhagen to Nairobi, June 9, 2013
12 Yonga, Gerald, Telephone interview by Summer Cook, from Copenhagen to Nairobi, June 5, 2013
13 Ndong, Alice, Email correspondence with Summer Cook, June 14, 2013.
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Gladys  Mugambi,  on the  other  hand,  said  that “there is  close  collaboration  in  the  area  of
nutrition.  Already, we have formed a committee where the other  ministries are involved and we
have meetings regularly, so there's linkage, especially the Ministry of Education [and] the Ministry
of  Agriculture.  We are  involving the ministry of education to be able to educate the children. So
they collaborate where necessary.”11
Alice Ndong  is not sure what collaboration existed between ministries generally, but  in her
trans-fat regulation committee,  only  the Ministry of Health  is participating.  The existence of this
trans-fat committee is highly relevant. It shows that Kenya is, in fact, working on an NCD food
policy, though it has not yet been enacted.  Gladys Mugambi was not aware of how the law was
progressing, as she is not involved with it. ECSA-HC, which was very instrumental in the case of
food fortification confirmed that they were not involved in Kenya's trans-fats regulation activities.14 
The stated desirability of NCD food policies by the experts is not an obvious result. A different 
result could have been that policy makers do not want NCD policies or that they believe them to be 
ineffective or undesirable in some other way. This was plausible considering the content of the 
public policy documents above, which are mostly free of references to NCD food policy. This is not
the case. The experts do believe in legislative regulation of food. Even Gladys Mugambi, who 
expressed more industry-friendly positions, believed that both voluntary and statutory efforts are 
desirable for Kenya. 
However, there is very little cohesion on secondary beliefs and the specific policy instruments 
which should be enacted. 
Summary of Health Policy Subsystem Beliefs
NCDs are widely recognized as a very big problem, but there is little institutionalized support for
NCD food policy. However, there is one policy document showing support for the policy,  and the
National Diabetes Strategy does show a strong and clear policy preference for food regulations,
taxes, and subsidies as important tools for changing consumption behavior. 
There are no concrete plans to enact food regulations  except for trans-fat regulation which
appears  to  be in  the  drafting process.  Overall,  NCD  Food policies  are  not  prominently on the
agenda. Globalization and the food environment are implicated in two documents, but policies that
address these  factors  are mostly absent. Poor food choices are often emphasized and the  planned
actions usually address this cause. There is only consensus on one preventative policy preference,
which is promoting awareness and education.  Strategies within the medical system are also often
14 ECSA-HC, Email correspondence with Summer Cook, February 26, 2013
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mentioned.
Kenya's health policy documents, while showing awareness of the problem and its causes,
do not  show strong support  of  NCDs.  On the  other  hand,  all  the  experts  from  interviews and
personal communications expressed a preference for NCD food policy, though there is variation in
enthusiasm and in secondary beliefs about preferred regulatory instruments.
5.2.2 Belief Systems within the Food Policy Subsystem
This section describes the policy preferences, priorities, and values which are prevalent within the
Food  Policy  Subsystem.  The  beliefs  are mostly  limited  to  “policy  core”  level  beliefs  that  are
implicitly  relevant  to  NCDs,  due  to  the  lack  of  content relating  directly  to  the  issue.  Specific
advocacy coalitions that comprise this subsystem are not delineated. The scope of the policy beliefs
uncovered are broad and span the subsystem. 
Agriculture
The following is an examination of policy documents related to the agricultural sector. 
The Agricultural Sector Development Strategy 2010-2020
The Agricultural Sector Development Strategy reveals some of the core policy beliefs and priorities
in the Kenyan government related to agriculture (Republic of Kenya 2010a). The policy was created
by the Ministry of Agriculture with assistance from many external technical experts. Goals for the
food system revealed in the document focus on productivity and maximizing national economic
growth through agriculture. “The strategic thrust on increased productivity, commercialization and
competitiveness  of  agricultural  commodities  will  enable  the  agricultural  sector  to  export  more
outputs and in turn earn the country foreign exchange and create employment” (ibid., 29).
The policy  also states that it  aims to simplify and reduce regulations as well  as taxes. For
example, “Multiple and complex laws and regulations have evolved in the agricultural sector, which
do  not  allow  for  investment  in  a  liberalized  economic  environment”  (ibid.,  31).  The strategy
promotes  the belief that the  private sector  is best suited to lead  economic  development  and their
willingness to invest is vital  to the economy. Government regulations,  as they are now,  are too
cumbersome.
It also states that exports are the focus of the strategy for agricultural promotion: “International
and  regional  markets  are  more  lucrative  than  local  markets  and  accessing  them will  increase
returns” (ibid., 43). 
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The policy document reiterates that Kenya is a member of the World Trade Organization and
“this multilateral trade system aims to expand markets through liberalizing global trade” (ibid., 32).
This is a potential source of conflict for NCD food policy. Reducing trade barriers is a core value-
priority for the WTO, and some NCD food policies, such as tariffs on unhealthy foods, are in direct
conflict with  liberal trade values and potentially with rules or commitments.  Trade barriers that
increase uncertainty or transaction costs may impede access to international markets.
Communicable  diseases  but  not  non-communicable  diseases  are  mentioned  as  significant
obstacles for the agricultural sector due to their effect on productive agricultural personnel. 
Strategic Plan 2009-2014
Facilitating economic growth is a high priority of Kenya Agricultural Research Institution's (KARI)
Strategic  Plan: “Since  agriculture continues  to  be  the  primary  foundation  of  rapid  economic
development,  the  synergy  of  building  mutually  reinforcing  partnerships  among  crop/livestock
farming and agro-based industries is envisaged to trigger accelerated and sustained growth” (KARI
2009, 2). The document favors policies that aim to be “more focused on commercialization where
product/technology  development,  marketing  and  value  addition  and  dissemination  are  integral
parts” (ibid., 23). Income growth through both the local and export markets are stated as priorities.
This  indicates  that  agroprocessing  activities  aimed  at  domestic  consumption  are  seen  as
economically important  (in contrast to the Agricultural  Sector  Development Strategy that focused
chiefly on exports).
 The document mentions a major shift in a core policy belief  associated with the agricultural
sector.  There  is  now emphasis  on “economic growth,  creation  of  wealth  and employment  as  a
means of eradicating poverty and achieving food security”  (ibid.,  8). This  is  described as being a
significant  shift from the former  approach,  which focused directly on poverty reduction and food
security without the expressed emphasis on the mediation of economic growth and wealth creation.
This suggests that the economic-growth and business-driven value priorities have been strengthened
within the Food Policy Subsystem. Similarly, wealth creation is stated to be essential to achieving
development goals. 
The  agricultural  sector  is  a  major  part  of  an “economic  pillar  that  aims  at  achieving  an
economic growth rate of 10% per annum and sustaining the same till 2030 in order to generate more
resources  to  address  MDGs”15 (ibid.,  9).  This  is  extremely  ambitious  as  annual  GDP growth
averaged 3.6% between 2008 and 2011 (Central Bank of Kenya 2012, 5). Another policy belief is
that  growth should be promoted through the increased commercialization of  agriculture,  value-
15 Millennium Development Goals
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addition  seeking  activities,  increased  productivity,  and  partnerships  between  agriculture  and
agroprocessing industries. Nutrition is  mentioned in terms of food security, but it is not central to
the major strategies or goals, and private investment is described as crucial to achieving it.
Nutrition concerns play a very small role in the policy, and non-communicable diseases are not
mentioned at all. 
National Food and Nutrition Security Policy 2011
The National Food and Nutrition Security Policy was created with assistance from the Agricultural
Sector Coordination Unit,  and it focuses on both nutrition security and poverty eradication.  The
overarching policy priorities in the document are:
i. To achieve adequate nutrition for optimum health of all Kenyans;
ii. To increase the quantity and quality of food available, accessible and 
affordable to all Kenyans at all times; and
iii. To protect vulnerable populations using innovative and cost-effective 
safety nets linked to long-term development (Republic of Kenya 2011b, 9).
The  major  nutritional focus  is  undernutrition,  but  one-half page  of  the  50  page  document  is
allocated to NCDs. Perceptions of causes of NCDs include “imports and local production of more
processed  foods,  changes  in  life-style,  eating  habits,  urbanization  and  globalization”  and  an
“absence of a strong and effective promotion and education of a healthy diet and lifestyle [which]
have contributed to a shift from traditional foods low in fat and rich in fibre towards a diet with
many commercially processed food products many of which contain high levels of saturated fats
and  simple  carbohydrates  and  sugars” (ibid.,  31).  Although  this  statement  includes  behavioral
factors, it  is also includes  the most detailed implication of structural  and environmental  causes of
any of the policies, but again, the policy preferences do not address these causes. Rather, strategies
mentioned emphasize education, and no NCD food policies are encouraged. Prioritization of NCDs
is low relative to sufficiency and productivity issues. 
The  causes of NCDs which  are acknowledged in the document – “Commercially processed
food” and the departure from the traditional diet – seem incongruous with the constant emphasis on
intensified commercial farming present in all of the food policies. The same document encourages
the “active involvement of the private sector in food marketing, commercial farming, food imports,
and food processing” for the alleviation of poverty and undernutrition (ibid., 48). 
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The document reveals some other  policy beliefs that are relevant to NCD policy, though not
stated in application to  it. Imports  and investment in local production of commercially processed
foods  (stated  causes of  NCDs  above) increased  significantly  after  the  introduction  of  market
reforms (ibid., 16). This  suggests that government policies played a role in opening Kenya's food
environment  to  non-traditional  foods.  It also  expresses worry  about  the  displacement  of  local
production (due to foreign subsidies) and places value on regional self-sufficiency.  Despite this
concern,  they  discourage the use of government interventions as a policy strategy because they
“may affect dynamics in the market and thereby affect the potential of markets in ensuring food and
nutrition security”  (ibid.,  16). This displays  a general reluctance toward government intervention,
even for desirable goals.
National Trade Policy 2010
The Ministry of Trade is engaged in a strategy of pursuing “Export Oriented Policies” (Republic of
Kenya 2010c, 7). This strategy is a distinct phase from the previous, liberal “Structural Adjustment
Policies”  of  the  1980's,  although liberal  policies  are  still  embraced  (ibid.). The  WTO-related
commitment to tariff  reduction is reiterated.  Attracting private investment and seeking as many
layers of value-adding activities as possible are core policy means to growth.  Primary products
currently constitute the major part of Kenyan exports,  and the Ministry of Trade seeks to change
this. It is also seeking to rectify its “un-conducive business regulatory environment” (ibid., 12). The
lack of value-addition and the existence of “anti-market” laws and regulations are problems that are
plaguing the manufacturing sector, of which food constitutes a large proportion (ibid., 78). 
On a general level, there is dissonance between the NCD food policy involving the addition of
regulations and tariffs to  NCD-promoting foods and the liberal strategy embraced  in the policy.
However, because exports are seen as the most important driver of growth, NCD food policies are
less directly in conflict with policy preferences. 
A major  part  of  the  mission  of  the policy  is  to  create  an  environment that  encourages
investment  (ibid.,  15).  The following section  addresses  the  actors  that  are  eagerly investing  in
Kenya.
The Food Processing Industry 
Because private corporations have a publicly acknowledged primary goal of profit and maximizing
shareholder value, this can be seen as their policy core  (Jenkins-Smith and Sabatier 1994, 196).
Like other businesses, “food businesses put the interests of stockholders first”  (Nestle 2010, 1).
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Food corporations have  repeatedly expressed  a policy preference for avoiding NCD food policy,
and they prefer a self regulatory approach to addressing the epidemic (Hawkes 2007; Swinburn et
al. 2008). Corporations and industry groups have created their own pledges and goals for combating
NCDs. Many of these pledges are  limited to developed countries. For example, the The Healthy
Weight Commitment Foundation representing 16 food companies has pledged to reduce 1.5 trillion
calories from their products in the US by 2013  (Slining, Ng, and Popkin 2013).  The sincerity of
private pledges and efforts to tackle the problem is not yet well understood, but so far, the results
have been underwhelming (Moodie et al. 2013). 
A  Coca  Cola Annual  Report  for  2012 serves  as  an  example  of  an  industry actors'  policy
document  (Coca Cola Company 2012).  It  clearly states that NCD food policies are not desired:
“Possible new taxes and governmental regulations concerning the marketing, labeling or availability
of our beverages; and negative publicity resulting from actual or threatened legal actions against us
or other companies in our industry relating to the marketing, labeling, or sale of sugar-sweetened
beverages may reduce demand for our beverages, which could affect our profitability” (ibid.,  12).
Significantly, another “risk factor” in the document is: “If we are unable to expand our operations in
developing and emerging markets, our growth rate could be negatively affected” (ibid., 12). Coca
Cola is aggressively targeting low-income Kenyans with particularly low priced soft drinks (Ngigi
2011).
PepsiCo markets and produces a number of beverages and processed foods in Kenya (Gichane
2013). A 2010 Annual Report  describes economic risk  factors as  “regulatory action or litigation
against  companies  in  our  industry .  .  .  or  taxes  specifically  targeting  the  consumption  of  our
products”  (PepsiCo 2010, 12). It also states that  increased concern about health  and obesity is a
threat to growth, putting revenue from salty snack foods at risk: “If we are unable to grow our core
salty snack brands while expanding into adjacent categories like crackers, bread bites and baked
snacks,  our  growth  rate  may  be  adversely  affected”  (ibid.). The  value  priority  emphasizing
economic growth of the corporation and an opposition to NCD food policies are clearly stated.
Food policy is used as part of government strategies to maximize economic growth and attract
investment,  and food corporations  have  interests  that,  at  least  in  the  short  term,  seem to exist
symbiotically  with  the  priorities  of  those  making  food  policy  in  Kenya.  Policy  documents
repeatedly emphasize the importance of facilitating a “business friendly” environment. The United
Nations also  recommends  Kenya  seek  investment  from food  processors  (UNCTAD 2005,  85).
Accordingly,  Kenya has provided tax incentives  for those who invest in food processing  (Kenya
National Bureau of Statistics 2012).
Kenya has a history of corporate capture  in government, and corporations seek to influence
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regulators  to  protect  or promote their  interests  (Muthuri  and Gilbert  2010, 469).  Gerald Yonga
confirmed that the food industry's relationship to all ministries, even the Ministry of Health, is “too
cozy” and that  transnational food  corporations are “literally having a field day at the moment!”16
Consistent  with  this  belief,  Gladys  Mugambi,  a  Ministry  of  Health  official,  said  of  the  food
industry: “We are partnering. We have good relations.” She emphasized that partnership with the
industry is important, and that collaborating with them will eliminate the conflict between economic
growth and an improved food environment.  “If the regulations are developed together with the
industry there won't be a conflict.”17
Summary of Food Policy Subsystem Beliefs
Priorities are very clearly centered around economic growth and wealth creation as well as poverty
reduction.  The food sector  is  a  central  means to  these  goals.  Promoting  economic growth and
development is a highly salient mandate. 
Castells  (1992) explains  that  the intense  focus  on growth is  common  in most  low-income
countries.  “Developmentalist states adhere to a tacit  ideology that views its principle aim to be
ensuring economic development, usually meaning high rates of accumulation and industrialization.
Such a state establishes as its principle of legitimacy its ability to promote sustained development,
understanding by development the steady high rates of economic growth and structural change in
the  productive  system,  both  domestically  and  in  its  relationship  to  the  international  economy”
(Castells 1992, 55). 
The  documents  also  show  that  NCDs  are  not  on  the  policy  radar  among  Food  Policy
Subsystem actors. Moreover, current regulations are seen as an encumbrance that must be rectified.
NCD food policies are, in essence, additional regulations and therefore, in conflict with some policy
preferences prominent within the Food Policy Subsystem. Food corporations are seen as actors that
can contribute to economic growth and provide higher levels of value-addition to Kenya's expansive
agricultural sector, whereas NCD food policy aims to limit some of the activities of these actors. 
Production destined for domestic consumption is not the  most desired type of value addition
(although the Strategic Plan 2009-2014 does emphasize the importance of the domestic market for
economic growth). Actors in Kenya's economic growth subsystem are not categorically opposed to
intervening in  the  food economy,  but  they  are  generally reticent to  do  so.  The general  policy
momentum is flowing away from regulation towards openness and deregulation. 
16 Telephone interview, June 5, 2013
17 Telephone interview, June 9, 2013.
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The  belief  systems  revealed  through  policy  documents  from  both  subsystems  show  little
institutionalized  support for NCD food policy. Therefore, getting it firmly on the agenda would
require a high degree of policy-oriented learning, both between actors within the Health Policy
Subsystem and, to a higher degree,  across subsystems. The next section will apply the necessary
conditions of policy-oriented learning to these subsystems. 
5.3 Conditions of Policy-Oriented Learning
Advocates  of NCD food policies are few, and therefore, policy-oriented learning is required for a
major change in direction of NCD policy. Successful policies will be analytically tractable, have
extensive scientific and technical information supporting them, and their advocates will have access
to ample resources. 
5.3.1 Tractability
ACF hypothesizes  that  policy-oriented  learning is  more  likely when issues  are  technically and
analytically tractable. The following are two major issues that  make finding sensible NCD food
policies a difficult endeavor.
The Double Burden of Malnutrition
Kenya has high incidence of both obesity and severe underweight. Gerald Yonga put tremendous
emphasis on the double burden of under and overnutrition as the real crux of the problem impeding
progress on preventative food policies. Several of his  responses came back to this issue, and it  is
clearly his most salient concern related to food policy. “Our problem is not just the inappropriate
food, but there are places where we also have complete lack of food. We . . . have a big population
where there are people that are just starving and there are people who are not starving as such but
are getting the wrong food.” When asked about  his perceived obstacles to food policy he replied,
“One of them is that food distribution structure of the population, with some people completely
without and some people with plenty.”  Formulating food policy for populations containing both
under and overweight people is a very real challenge, even for individuals who believe strongly in
the principle of regulation. While he is a strong advocate of food regulation, Yonga is acutely aware
of  the gravity this predicament.  He continues, “Trying to regulate food is a very tricky affair.”
Prioritization is difficult, “so the question one asks themselves is – do you want to concentrate on
food availability, or do you want to concentrate on sufficiency, or do you want to concentrate on
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regulating certain kinds of food. Because you can't talk about regulation for people who don't have
any.”18
Changing incentives for preventing over-consumption could potentially have a negative effect
on those who are under-consuming. There are often people suffering from under and overnutrition
not just in the same area, but in the same family, which makes the situation extremely precarious.
Yonga described a study of Kenyan school children in an urban area that showed that about  20%
were  overweight  or  obese  and  40% were  underweight.  “How do you  make  policy in  such an
environment?” In the end, Yonga concludes that there must be one policy that deals with both under
and  over-nutrition  simultaneously:  “The  policy  has  to  address  two  issues,  one  will  be  food
sufficiency and then availability of the appropriate food. When the food becomes available, then it
should have the appropriate salt content, fat content, and sugar content. So it will have to be a very
carefully worded policy that addresses both issues.”19 
Poverty and the Need for Economic Growth
Another  matter  that  affects  the  tractability of  NCD  food  policy  is  pervasive  poverty  and  the
importance  of  food and agriculture  to  the  overall  economy and the  livelihoods of  the  Kenyan
people. Food  policy  inevitably  affects  the  food  economy  and  is  therefore  an  inherently risky
undertaking.  Agriculture  is  described  as  the  “backbone”  of  the  Kenyan  economy  and  the
government expects it to deliver many of its major development goals (Republic of Kenya 2010a,
28). One percent growth in the agricultural sector results in an estimated 1.6% growth in the overall
economy in Kenya, and it employs the vast majority of the labor force (KARI 2009, 1). Moreover,
food products provide more than thirty percent of formal employment in manufacturing (UNCTAD
2005).
The same  trans-national food corporations,  that are implicated in the spread of NCDs bring
benefits to the economy. They provide markets for agricultural products  (KARI 2009).  The poor
benefit from the casual employment supplied by the food industry which often requires few skills.
Small distributors are becoming increasingly used  and Coca Cola has  employed a  large corps of
“non-motorized”  vehicles  that  can  penetrate  and  distribute to  densely  populated  areas  that
distribution trucks cannot reach (Aila et al. 2012, 1263). Coca-Cola has invested many millions of
dollars in Kenya within the last few years (Richardson 2011). This kind of investment brings with it
valuable advantages, but sugar sweetened beverages have been implicated in the development of
obesity in  high income countries more strongly than any other category  (Forshee, Anderson, and
18 Telephone interview, June 5, 2013
19 Telephone interview, June 5, 2013
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Storey 2008; Hu and Malik 2010; Malik et al. 2010; Wolf, Bray, and Popkin 2008). 
Gerald Yonga recognized the potential conflict between economic growth and food regulation,
“but  lack  of  regulation I  don't  think is  the  solution,  because sooner  or  later  it's  going to  be  a
problem.”20 Alice Ndong believes “the  junk food industry is just starting to grow, but it is better
dealt with earlier than later.”21
This alludes to the conflict between immediate and future interests. The effect of investment or
trade to NCDs may, in fact, become obvious later rather than sooner. Sudeep Chand summed up the
dilemma of NCD policy for elected policy makers: “Leaders need to think of votes—this usually
goes down monetary lines and numbers of lives saved. There’s got to be a political gain particularly
in democratic countries. How to deal with this long term in relation with other crises might be
difficult” (in Cohen 2011, 4). 
These considerations have been shown to matter among policy-makers in Kenya. In the case of
tobacco legislation, the ministers of agriculture, trade, and industry are frequently the most resistant
to supporting tobacco control initiatives. This conflict emerged in the case of tobacco legislation in
2007 when the Ministry of Trade  in Kenya expressed pro-industry positions and the Ministry of
Finance showed only mixed support for the new regulations (Drope 2011, 155). “In countries with
substantial tobacco leaf cultivation, the agriculture minister is often reluctant to support tobacco
control initiatives lest they be seen as harming constituents. Ministers of trade,  too, can have a
vested interest in maintaining the status quo because changes in tobacco policy can affect export
flows in either tobacco leaf or manufactured tobacco products. Similarly, industry ministers have
direct concerns about effects on manufacturing and jobs” (ibid., 17).
Designing policies that will  reliably reduce  consumption of  NCD-promoting foods without
hurting the economy and employment opportunities is a difficult task for even the most sincere and
savvy of policy-makers.  Gerald  Yonga recognizes a real conflict  between economic growth and
food  regulation.  Alice  Ndong  seemed  less  torn.  When  asked  how  she  believed  NCD  food
regulations would affect the food industry, she replied “I think we need to think about what it will
do to reduce the increasing incidences and prevalence of NCD cases. Health is more important.” 22
She went on to say  that she believes some  policies might help the food industry,  because most
people still consume natural foods, relative to Europe. 
Modern  food manufacturing  can  create  many layers  of  added  value  in  the  form of  labor,
packaging, advertising, and many more (Nestle 2002, 362–363). The intensive food processes that
add value often involve removing fiber, adding salt, fat  and sugar,  and increasing energy density.
20 Telephone interview, June 5, 2013
21 Email correspondence, June 14, 2013
22 Email correspondence, June 14, 2013
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Fresh fruits and vegetables and whole, traditional foods, which are seen by both subsystems as the
antidote to the epidemic, provide limited opportunity for adding value (Nestle 2002, 18). The added
value that helps to promote urgently needed growth may involve processes that make the food less
healthy. 
Investment  from  corporations  may  initially  contribute  to  economic  growth,  but  other
consequences may not be benign. According to Hawkes (2005), foreign direct investment  (FDI)
results  in  making  processed  foods  available  to  more  people.  Lower  prices,  new  purchasing
channels, and increased effectiveness of advertising are consequences of  FDI that shape the food
environment  in  societies  (ibid.).  It  is  difficult  to  predict  the  consequences  of  encouraging  or
discouraging the production of a certain type of food, and therefore,  NCD policy is  inherently
hazardous.  Responsible food  policy-making  requires  understanding how  foods  are  processed,
distributed and marketed through the entire  system,  as  there is  always  potential  for  unforeseen
consequences (Pinstrup-Andersen and Watson II 2011). 
5.3.2 Scientific and Technical Information
Advocacy Coalition Framework hypothesizes that problems for which accepted quantitative data
and theory exist are more conducive to policy-oriented learning across belief systems than those in
which data and theory are generally qualitative,  quite subjective,  or altogether lacking  (Weible,
Sabatier,  and McQueen 2009, 129). Sabatier  (1988)  explains that current policy approaches are
resistant to change, and only very solid evidence is likely to stimulate change. This is reflected in
Gerald  Yonga's  experience.  He  emphasizes  the  role  of  hard  data  in the  legislative  process.
Government action starts with a body of data that is persuasive enough to motivate a ministry to
draft  a  policy.  Persuading officials  requires  extensive  data  at  each level of the process.  This is
largely because of the strength of historical precedent in policy making:  “If historically you have
been underfunded, you shall continue to be underfunded until you are able to prove that you really
exist—and that is really the problem at the moment” (Institute of Medicine 2012, 16). He explains
further in the personal interview that “a lot of evidence has got to be collected to paint the correct
picture  that  can  help  us  to  inform policy  and  use  that  evidence  for  policy  advocacy.”23 Terry
Wefwafwa responded similarly when asked about the obstacles to trans-fat regulation in Kenya,
saying  that  the problem is  “not  defined  in  Kenya”  and  that  a  fat  consumption  study and  an
established NCD correlation are necessary.24
There  are  many  institutional  weaknesses  that  are  at  fault.  The  structures  for  gathering
23 Telephone interview, June 5, 2013
24 Email correspondence, January 1, 2013
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information  and networks for sharing and supporting analysis are not sufficiently present in Sub-
Saharan  Africa  (McCarthy  et  al.  2010).  There  is  little food  consumption  data  or  data  about
nutritional status.  Many NCD prevalence studies of Kenya have been small, and are therefore not
nationally representative (Institute of Medicine 2012). Longitudinal studies are needed. Monitoring
mechanisms  are  very  limited  so  the  full  extent  of  NCD incidence is  incompletely  understood
(Kaduka et al. 2012, 887). The Kenya Demographic and Health Survey is charged with collecting
health  data,  but  because  they  are  underfunded,  they  only  provide  very  limited  data  on  NCDs
(Institute of Medicine 2012). 
As ACF predicts, the interviewed experts put a premium on scientific data. Gladys Mugambi
emphasized the importance of research for informing policy. When asked if we know enough to
make food policy for the prevention of NCDs in Kenya, Alice Ndong replied, “No, we need support
from international experts, we are struggling.”25 Without a good understanding of what people are
eating, it is difficult to know where or how to effectively intervene. One of the things Gerald Yonga
desires most from the international community is advice on how to gather evidence for informing
policy, especially differential data for different groups such as children and adults.  Yonga  finally
came to the conclusion that there is not yet enough known to make food policy after all: “We have
not analyzed the food problem in the country accurately enough to be able to inform policy.”26 
Lack of data is a constant refrain in Kenya's health and food policies and other documents.
Inadequate research and poor monitoring and evaluation mechanisms are major reasons why some
goals  are not  accomplished  (KIPPRA 2010).  The  Nutrition  Action  Plan  also  complains  of  the
inadequacies of data and lack of knowledge at both general and political levels. The USAID report
on micronutrient fortification also lamented the absence of consumption data. 
Evidence of  costs,  causes,  and behaviors is essential,  not  just  for  designing the right  food
policy, but also to convince the many policy makers that are necessary to a multi-sectoral approach,
including actors outside the field of health. Food policy that accomplishes its objectives is difficult
and  fraught  with  potential  unintended  consequences.  “Any tool  or  process  to  support  decision
making  for  chronic  disease  control  would  need  to  capture  information  that  can  help  convince
government and other stakeholders to increase the level of resources dedicated to health and to
chronic disease control. To achieve this, policy makers need evidence from economic analyses”
(Institute of Medicine 2012, 75).
The Review of the Kenya Health Policy Framework found that there is insufficient knowledge
of cost effective strategies for combating NCDs and significant gaps in data (KIPPRA 2010).  For
25 Email correspondence, June 14, 2013.
26 Telephone interview, June 5, 2013
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example,  price-related  strategies require  an  assessment  of  price  elasticities.  Food  consumption
behavior of the target group as well as understanding of the  conduits for policy intervention are
important (Pinstrup-Andersen and Watson II 2011,  88).  Although there is increasing attention to
NCDs  in  low  and  middle-income  countries,  publication  rates  of  cost-effective  interventions
continue to be very low (A. C. Jones and Geneau 2012).
One example of the needed policy research is a study on the effect of taxes on sweetened
beverages in the United States. Soda consumption behavior was examined, and it was found that a
one cent tax per ounce would reduce consumption of energy from sugar-sweetened beverages by a
minimum of 10%, leading to 20 fewer daily calories (Brownell et al. 2009, 1602). This is one kind
of research that is very important to inform policy so that it achieves the desired effect. 
The food industry understands the importance of country-specific economic analysis, and it is
being done to their advantage.  One example is a study published in an academic journal called
“Impact  of  Channel  Strategy  on  Customer Value  of  Kenyan  Soft  Drink  Companies,”  which
analyzed the distribution chain in Kenya, and measured sales, stock availability, order cycle time
and frequency of stock outs among distributors in Kenya (Aila et al. 2012, 1264).  Understanding
how to maximize consumption in low income environments is being carefully researched. The food
industry works with precision, and food policy makers need to be able to work with the same kind
of precision in order to nudge the food system in a more healthy direction.
5.3.3 Resources
Sabatier (1988) predicts that the resources accessible to policy advocates will play an important role
in achieving their desired policy change. “Although many countries would like to treat health care
as a basic human right, they all face the challenge that cost plays a fundamental role in decision
making” (Institute of Medicine 2012, 75). 
Research and resources go hand in hand when it comes to NCD policy. The resources most
desired by  Gerald  Yonga and Alice Ndong  are not monetary,  but rather scientific and political.
Resources are important to policy-making not just because of the cost of implementation, as is the
major  concern  for  medical-care  policy,  but  rather  for  the  extensive  research  and  collaboration
required for optimal and most cost-effective food policy design. Political resources are required to
recruit the requisite expertise to find the right policy to match the objectives.
Insufficient resources is a commonly mentioned problem impeding the achievement of goals
set by the Kenyan government and is repeated frequently in health policy documents. Review of the
Kenya Health Policy Framework and the Nutrition Action Plan both list the lack of resources as an
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obstacle  to  meeting objectives.  Health  funding  is  actually  falling  as  a  percentage  of  the  total
government  budget.  The combined budget  for  the  Ministry of  Health  and Ministry  of Medical
Services was 1.5% of GDP and 6.5% of the total  government budget  (GIZ 2011, 3).  This is  a
decrease from 1.7% and 7% respectively from the previous year  (ibid.).  The health budget is far
from the government goal and is “not even half of the expected 15%” (ibid, 14). This is an allusion
to the Abuja Declaration in which African leaders (among them Kenya's) pledged to allocate 15% of
government budgets to health. Grants and loans from development partners increased recently, but
the sustainability of this support is in doubt (ibid., 12). 
The NCD Division is grossly underfunded and is comprised of only three people (Institute of
Medicine 2012).  There are “insufficient resources and infrastructure for chronic disease reduction
efforts” (ibid., 16). When money is limited, governments tend to focus on the basic health services
guided  by the  Millennium Development  Goals  (MDG) at  the  expense  of  NCD policy  (World
Economic Forum 2010, 25).
Alice  Ndong  emphasized  a  strong  need  for  “training  and  capacity  building  on  policy
development. Yes, we need help urgently.” Making preventative food policy in Kenya, she believes,
will take “resources and expertise to commit time to working on a policy and seeing it through.
Most of the time, nutrition professionals are involved, but because they cannot commit their time
fully, the results are not realized.”27
ACF emphasizes the importance of technical resources and capabilities in the role of policy-
oriented learning. USAID found that Kenya's Health Subsystem does not have the “capacity either
to engage with industry or to facilitate and monitor the implementation of policy guidelines. So far,
there  are  no  designated  and  technically  qualified  contact  persons  to  manage  the  Government
interface  with  the  industry”  (USAID  2009,  15).  Furthermore, Kenya  Bureau  of  Standards
(mentioned as a major actor by Terry Wefwafwa for NCD food policy) has very limited resources
for collaboration, and their technical capacity is constrained (ibid.).
The fortification efforts have had success despite the shortage of resources from government
sources because of support from a large group of external actors with a clear goal to make a change
in the food supply. Such support is lacking for the problem of NCDs all over the world. Of the 22
billion USD in overseas health aid donated by 22 development partners, less than 1% is devoted to
NCDs (World Economic Forum 2010, 26).
27 Email correspondence, June 14, 2013
52
5.3.4 Summary
NCD  food  policy  advocates  face  a  number  of  challenges  influencing policy  actors  across
subsystems. Kenya has very serious tradeoffs to consider when planning NCD policy, which affects
the tractability of finding effective solutions. The double burden of disease also amplifies the need
for extensive data and economic analysis, and these require resources that are currently not present.
The lack of resources is an extremely pervasive grievance. 
5.4 External Actors
The emergence of a problem “will drive actors voluntarily to engage in an active search for new
ideas as a 'cheap' means of solving the problem” (Dolowitz and Marsh 2000, 14). External actors
have a significant influence on health policy  in  Kenya.  One example is  revealed in  the National
Nutrition  Action  Plan  where  it states  that  the  World  Health  Assembly's  (WHA) resolution  has
shaped  its  NCD  reduction  targets  (Republic  of  Kenya  2012b,  2).  The  interviewed  experts  all
expressed the  belief  that  international  actors  are paramount for  NCD  policy  in  Kenya.  Terry
Wefwafwa acknowledges that Kenya lacks information, but the World Health Organization (WHO)
can make up for this deficit and can be used to shape Kenya's policy: “We lack country-specific info
and data but policy can still be made using global WHO and WHA resolutions.”28 Gladys Mugambi
similarly believes the WHO's encouragement in national food policy-making is a crucial facilitating
factor.  Yonga  related  that  the  formation  of  the NCD  Division  of  the  Ministry  of  Health  was
instigated by a WHA resolution (Institute of Medicine 2012). Alice Ndong also expressed the need
for support from international experts.
Gerald Yonga is calling for leadership from other countries as well. When asked what kind of
support  is needed for NCD food policy in Kenya, the reply focused on research and evidence: “I
think the organizations of the countries who have had experience regulating the food industry can
also help in giving advice on how to gather evidence for policy in terms of food availability and
food consumption, and when we are dealing with different populations like children and adults”29
Gladys  Mugambi  also  confirms the importance  of  other  countries.  When asked if  there  is
enough known to  regulate  trans-fats,  she  replied,  “Information  within  the  country may not  be
adequate but some regulations and policies can be made using information from other countries.”30
28 Email correspondence, January 1, 2013
29 Telephone interview, June 5, 2013
30 Email correspondence, January 14, 2013
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The following is an observation of policy beliefs among important international actors. The United
Nations (predominantly the WHO) is the institution that  was the most salient to the interviewed
experts,  and  is  therefore  the  organization  of  focus,  although  there  are  many  other  important
international organizations. An overview of policy behavior among national governments related to
NCD food policy is also given.
5.4.1 United Nations
The United Nations has demonstrated its potential political influence with the development of the
Millennium  Development  Goals  (MDGs),  which  have  been  called the  “pre-eminent  global
development  programme”  due  to their current  ubiquity  in global  health  and  penetration  into
domestic policy  (Magnusson  2009,  267). The  MDGs are  an  example  of  the  strong political
influence the  United  Nations can  wield. The following  describes institutions  within  the United
Nations and their relevance to NCD food policy for countries like Kenya.
The World Health Organization and the World Health Assembly
The WHO is acknowledged to be the agency with the strongest capacity to shape priorities in the
realm  of  global  health  (Magnusson  2009).  This  is  due  to  its  important  resources:  A strong
knowledge base, power to gather important actors, and its capacity to identify and disseminate best
practice (ibid.,  266). The WHA believes it plays an important role in national food policy-making
and  state  in  relation  to  NCD policy  that “financial  and  technical  support  should  be  promoted
through international cooperation in support of national efforts in developing countries”  (World
Health Assembly 2004, 38).
The  WHO  has been  very prolific  on  the  subject  of  NCDs  and  has  produced  countless
documents  on  the  subject.  It also  collects data  and  publishes reports  on  the  progression  and
consequences  of  the  epidemic  and  designates healthy  diet  parameters.  It has published  many
documents about  its preferred strategies to combat the epidemic.  The following are some  of the
relevant documents that are most prominent.
The Global Strategy on Diet, Physical Activity and Health
The Global Strategy began with a WHA resolution which guided a WHO document by the same
name, and it  seeks to initiate and guide a multi-sectoral response to non-communicable diseases
(WHA  2004;  WHO  2004).  It acknowledges globalization-related  environmental  causes,  and
advocates population level changes in the food system. In addition, it embraces partnership with the
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food industry  (WHO 2004). “The private sector can be a significant player in promoting healthy
diets and physical activity” (WHO 2004, 13). It takes the position that the private and public sectors
can  agree  on  the  environmental  changes  necessary  to  address  the  NCD  epidemic through
“discussions with the transnational food  industry”  and  names the food industry as an ally (WHO
2004, 11). 
NCD food policies are  mentioned but receive little emphasis.  “Public policies can influence
prices  through  taxation,  subsidies  or  direct  pricing  in  ways  that  encourage  healthy  eating  and
lifelong physical activity”  (WHA 2004, 48). Regulation of  the formulation of processed food  is
vaguely  hinted  at  with  the  suggestion  of  “production  and  processing  standards  regarding  the
nutritional quality and safety of products”  (WHO 2004,  13).  However, there is stronger focus on
helping “consumers to make informed and healthy choices” (ibid., 14). Governments are repeatedly
recommended to encourage, promote, and advocate healthy choices and behaviors. 
Scaling up Action Against Noncommunicable Diseases: How Much Will it Cost?
Another  important  document  relevant to  NCDs  in  Kenya  is  one  specifically  targeted  at lower
income countries (WHO 2011). This document contains a list of “Best Buy” strategies that are most
cost effective for countries with limited resources. Although it mentions desirable goals for the food
supply, it does not give specific regulatory policy guidelines. “Salt reduction through mass media
campaigns  and  reduced  salt  content  in  processed  foods;  replacement  of  trans-fats  with
polyunsaturated fats; public awareness programme about diet and physical activity” are suggested
as  core  interventions  for  controlling  nutrition  related  NCDs  (ibid.,  12).  They  stop  short  of
specifically recommending  actual  statutory government  regulations  for  achieving  these  goals.
Words such as “ban,” “tax” and “restrictions” are used referring to tobacco and alcohol policy, but
food policy recommendations do not name specific legislative instruments. Mass media campaigns
and promoting public awareness are mentioned as government strategies to achieve improvement in
diet. 
Set of Recommendations on the Marketing of Foods and Non-alcoholic Beverages to Children
The WHO has more recently created policies with a different tone. Set of Recommendations on the
Marketing of Foods and  Non-alcoholic  Beverages to Children from 2010 and A Framework for
Implementing  The  Set  of  Recommendations  on  the  Marketing  of  Foods  and  Non-alcoholic
Beverages to  Children from 2012, strongly recommend an NCD food policy (WHO 2010, 2012).
These documents come out unequivocally in support of  statutory government restrictions on the
marketing of foods that are high in saturated fats, trans-fats, sugar, and salt to children. These policy
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documents take a much stronger, clearer position regarding regulation and the role of government
than previous  major documents.  They recommend banning  all  forms of marketing of unhealthy
foods in all places where children gather (ibid.). They also recommend that policy “should specify
enforcement  mechanisms  and  establish  systems  for  their  implementation.  In  this  respect,  the
framework should include clear definitions of sanctions and could include a system for reporting
complaints” (WHO 2012, 59). 
The documents  are extensive,  give technical  guidance, and provide survey suggestions  for
gathering data and for monitoring and evaluation. They acknowledge though, that the research that
has made these recommendations possible has occurred mostly in high-income countries. “Member
States with no current national data should consider investing in research programmes to collect
baseline data in these areas” (ibid., 39). Data is important for measuring progress and for country
comparisons, but it also acknowledges that the cost of obtaining this data may be prohibitive (ibid.).
It is emphasized that the strength of the data showing the damaging effect of advertising on children
played a crucial role in initiating the policy. 
Marketing to children is a domain where the WHO has shown real political leadership on an
NCD food policy. The policies are too new to give a clear indication of what their effect will be, and
it remains to be seen whether the WHO will begin to take a similarly strong stance on other types of
NCD food policies,  such as the regulation or taxation of processed foods and devote resources to
actively assist countries with enactment and implementation. 
The WHO Director General, Margaret Chan, has used stronger language in her personal speeches
than exists in most official WHO documents. For instance, in a speech in Finland in June 2013 she
stated:
I  am  deeply  concerned  by  two  recent  trends.  The  first  relates  to  trade  agreements.  Governments
introducing measures to protect the health of their citizens are being taken to court, and challenged in
litigation. This is dangerous. The second is efforts by industry to shape the public health policies and
strategies that affect their products. When industry is involved in policy-making, rest assured that the
most effective control measures will be downplayed or left out entirely. This, too, is well documented,
and dangerous. In the view of WHO, the formulation of health policies must be protected from distortion
by commercial or vested interests (Chan 2013).
With the exception of the childhood marketing policies, the WHO as a whole has not  generally
embraced the strategy of championing national “command and control” style food regulations. 
The WHO's approach to the problem of tobacco consumption is a  powerful example of its
potential leadership on NCD policy as it has taken a treaty-based approach  to promoting strong
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tobacco policy among its member states (Magnusson 2007). Tobacco has a lot in common with food
in Kenya.  For example, it is also an agricultural product  and tobacco farms employ thousands  of
Kenyans (Drope 2011). Like data for food consumption, population consumption data for tobacco
are also poor, yet Kenya was able to pass comprehensive tobacco control regulations in 2007 (ibid.).
The WHO's clear guidance in the Framework Convention on Tobacco Control with its guidelines,
protocol,  and  assistance  with  implementation,  has  had  a  strong  influence  on  tobacco  policy
development throughout Africa (ibid.).
The United Nations High-Level Meeting on Non-Communicable Diseases
The United Nations held a High Level Meeting on NCDs in 2011. This provided a forum for nation
states to collaborate on the problem. This meeting  emphasized the plight of developing countries
and was only the second time the General Assembly had met over a health issue (the first time being
related to HIV/AIDS). 
This meeting involved discussion and feedback among 113 member states and resulted in The
Political Declaration of the  High-Level Meeting of the General Assembly on the Prevention  and
Control of Non-communicable Diseases. They expressed “profound concern that . . . an estimated
36 million of the 57 million global deaths were due to non-communicable diseases” (UN General
Assembly  2011,  3).  They  acknowledge  that  the  resources  being  devoted  to  NCDs  “are  not
commensurate with the magnitude of the problem” and recognize the need for participation at “all
government levels” (ibid., 6). Similarly to the WHO Global Strategy, they mention of desirability of
improving the quality of the food supply and recommend the “implementation, as appropriate, of
cost-effective  interventions  to  reduce  salt,  sugar  and  saturated  fats,  and  eliminate  industrially
produced  trans-fats  in  foods”  and  the  consideration  of  increased  production  and  promotion  of
healthy  foods  (ibid.,  7).  However,  they  do  not  expressly  advocate  for  particular  statutory
government policies. States also committed to improve access to  medical care and medicines and
technologies. 
Both countries and interest groups were allowed to contribute and give feedback before the
final draft was adopted. This process was highly criticized due to its obeisance to vested interests by
many  (Lincoln et  al.  2011; Stuckler,  Basu, and Mckee 2011). Hopes for a stronger position  on
regulation, such as those by Sridhar, Morrison, and Piot (2011), were not fulfilled. 
According to Cohen (2011), developing countries  were more receptive to restrictive policies
than  the  US  and  EU  during  the  collaborating  stage  of  this  meeting.  There  was  reportedly  a
disagreement between lower income states such as India,  China,  Kenya, and Brazil  and higher
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income states about the content of the recommendation about the reduction of saturated fat, salt, and
sugar in processed products. The US, Canada, Australia, and the EU  showed resistance to these
recommendations, and a specific target of reducing salt consumption was reportedly considered and
then deleted (Cohen 2011, 2).
Thirty-four heads of states attended this meeting. The former Kenyan President Mwai Kibaki
addressed the General Assembly. A major hope of Kenya for this meeting was to promote higher
prioritization of policy addressing NCDs. The President expressed that NCDs should have a more
prominent  place  on  development  agendas. “Non-communicable  diseases  are  a  major  barrier  to
economic  growth  and  social  development.  Their  prevention  and  control  must,  therefore,  be
integrated into national and global development agendas”  (Kibaki 2011). Kibaki called upon the
UN Summit to come up with technologies, targets, and indicators for dealing with NCDs. Several
other Cabinet ministers also attended the meeting (ibid.).
The UN's High Level Meeting showed that NCDs are a rising priority, but the overall result has
been described as disappointing because no policy commitments were made (Sivaramakrishnan and
Parker 2012).
The  medical  journal, Lancet,  has  become  a  commonly  used  platform  for  critics  of  corporate
influence in global health related to NCDs, and it has published many articles criticizing the UN's
policy approach to the problem (Beaglehole et al. 2011; Friel, Labonte, and Sanders 2013; Lincoln
et  al.  2011;  Moodie  et  al.  2013;  Roberts  2008). “Many  non-governmental  organizations and
professional  groups  are  increasingly  concerned  by the  current  UN approach  to  engaging  with
private-sector and trade associations whose products and marketing contribute to the development
of non-communicable diseases” (Lincoln et al. 2011, e6). These groups recommend that the WHO
create an ethical code of conduct to reduce conflicts of interest. Without such safeguards, policies
and recommendations will invariably be weakened to suit the interests of powerful corporations,
and this is particularly crucial for low-income countries. If it fails to do so, the “ability of member
states especially those in resource-poor settings—to take effective action and to regulate harmful
marketing practices will also be severely weakened” (ibid., e6). 
5.4.2 Nation States
When a country faces a complex and inadequately understood problem, mimicking policy from
others  is often a cost-effective solution  (Dolowitz 2009). This  section  is an overview of  national
approaches to NCD food policy. 
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NCD  prevention  policy around the world consists mostly of  educational campaigns  (WHO
2013). A survey of nutrition policies  found that  only a tenth of countries  with NCD programs
included measures that affect prices (ibid.). Examples of preventative food policy for the prevention
of NCDs were not found among low-income countries, and therefore, the following are examples of
action from middle and high-income countries. 
Middle-Income Countries
South Africa has enacted a trans-fat regulation that limits trans-fats to 2% of oil or fat in foods and
is developing salt reduction standards to gradually reduce salt levels in some popular foods over 10
years (Igumbor et al. 2012, 6). Mauritius transitioned from subsidizing palm oil to subsidizing soy
oil, creating a major change in the fat consumption on a population level (Uusitalo et al. 1996).
Fiji  and Tonga have  implemented  several food regulations  and market  interventions.  Most
effective among them were a 15% import duty on less healthy oils and a 15% increase in VAT on
unhealthy oils. Taxes on fruits and vegetables were also lowered (Snowdon et al. 2011). 
China's Ministry of Agriculture has undertaken an initiative to increase soy production in the
hopes  of  preventing  excessive  pork  consumption.  The  central  government  has  used  pricing
adjustments and subsidies of vegetables to promote urban consumption of vegetables  (Zhai et al.
2002).
Brazil's NCD  strategy,  which has been counted among the most ambitious,  includes strong
regulation  of  food  in  schools  (Coitinho,  Monteiro,  and  Popkin  2002).  Brazil  and  Chile  have
implemented national codes for the control of marketing to children (Popkin, Adair, and Ng 2012,
11).
High-Income Countries
A statutory NCD food policy that has had some success in the developed world is the regulation of
trans-fats, starting with Denmark's regulation in 2003. Denmark's food system has been found to be
nearly free of trans-fats (Leth et al. 2006). Some countries have also done much to improve the food
environment within schools, for example, by removing vending machines (OECD 2010).
In general, OECD countries have been reluctant to enact fiscal or statutory regulations (OECD
2010,  19).  It  has  become  apparent  that  despite  the  high  NCD  prevalence and  technical  and
institutional capacities of governments in high-income countries, they are not leading the way on
NCD food policy-making. In the United States, particularly little has been done on a national level.
The  U.S. has embraced  a  strategy  of “voluntary  regulations”  by  the  food  industry  (National
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Prevention  Council  2011,  35).  It  has  made “no  systematic  approach  involving  any  major
environmental  changes,”  even  for children  (Popkin 2010, 316). The U.S. takes a psychological
rather  than  sociological  approach  to  NCDs, especially  obesity,  and  often  blames  individuals'
behavior and  has  put  a  strong  focus  on  consumers' ability  to  choose  (ibid.). Even  voluntary
guidelines for the marketing of food to children could not get through Congress in 2010, reportedly,
because of resistance from the food industry (McKay and Brat 2010).
Learning between nations “starts with scanning programmes in effect elsewhere”  (Dolowitz
and Marsh 2000, 14),  and there are not many examples from which Kenya can draw a lesson.
Obesity and nutrition-related NCDs are the most neglected form of nutrition problem, even among
countries  with  a  high  prevalence  (WHO  2013).  NCDs  are  often  lacking  in  national  nutrition
strategies, and those that exist are poorly evaluated (World Bank 2006). WHO Director General
Margaret Chan lamented, “Few governments prioritize health over big business. . . . Not one single
country has managed to turn around its obesity epidemic in all age groups. This is not a failure of
individual will-power. This is a failure of political will to take on big business” (Chan 2013).
5.4.3 Summary
The international community in the form of international organizations  and national governments
has provided  limited  support to Kenya in the making of NCD food policy. There are signs that
policies and attitudes may be changing but the changes have all been quite recent. 
There are few NCD food policies enacted among nation states, and this may be a real barrier
for  legislation  in  low-income countries  which have the  tradition of  following others'  lead. The
interviews make it clear that policy-makers are looking for outside for help with policy. 
5.5 Narratives
Shanahan,  Jones  and  McBeth  (2011)  claim  that  an  account  of  narratives  is  essential  to  the
understanding of policy change.  This section begins by addressing NCD narratives on a general
plane. Narratives at an international level are significant to Kenya's national policy because they are
proliferated through  the  media and international actors. Subsequently,  particular narratives from
within Kenya are examined.
 The way a problem is framed affects the acceptability and desirability of policy solutions, and
some messages are more memorable or emotionally striking than others (Wood 2006). NCDs do not
seem to  provoke the same kind of emotional response than many communicable diseases,  which
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receive more international attention and funding. This is despite the direct suffering they cause,
such as limb amputation,  blindness, and kidney failure, which are all too often the outcome of
diabetes in places where insulin is unfordable. “Advocacy on non-communicable diseases has been
described by young people  as  'dull'  and  'uninspiring,'  lacking an  emphasis  on  social  justice  or
inequality and missing a sense of outrage and urgency against continued inaction” (Stuckler, Basu,
and  Mckee  2011,  2).  Consistent  with  this  attitude,  global  action  on  NCDs  is  still  grossly
disproportionate to the share of death and disability they represent  (Magnusson 2007). NCDs are
often considered diseases that the ill person has brought  upon themselves, especially  conditions
related to obesity  (Puhl and Heuer 2009).  Instead of death and suffering,  the economic costs are
increasingly emphasized. 
 Labeling  NCDs as an economic development  problem is  a  major  innovation  in  the NCD
narrative. In many of Kenya's official health documents, the impediment to development narrative
has become very widespread. For example, the first sentence in the National Diabetes Strategy is:
“The scourge of diabetes is  ravaging our country affecting the lives  of our people,  mainly the
economically active groups resulting in a decrease in the output of the country’s labor force and
consequently reducing the Gross Domestic Product (GDP)”  (Republic of Kenya 2010b, iv). The
cost of NCDs has been found to be between 1% and 7% of GDP (World Bank 2011, 3). It is the
indirect consequences on a population such as the decelerating effect on poverty reduction and
economic growth that are being used to express urgency and to motivate action.
At first glance, this seems to reduce the acuteness of the problem for the individuals who suffer
from NCDs, because it reduces it to an averaging out of the problem over the entire society rather
than  focusing  on  the  death  and  disability  that  happens  to  individuals. However,  this  narrative
achieves  a couple of  things. Most importantly,  it  lifts the problem of NCDs into the domain of
economically oriented subsystems. For Kenya, it places NCDs within the traditional concerns of the
more powerful Food Policy Subsystem, because it speaks directly to their core priorities. Secondly,
it implicitly designates those without the disease as victims of the disease. It implies that there are
externalities  of  NCDs  that  are  absorbed by innocent  victims,  which  is  often  a  justification  for
governmental action. This narrative has been internalized by important global actors, including the
WHO. For example, Margaret Chan embraces the narrative in a speech given at a WHO conference:
“It is no exaggeration to describe the situation as an impending disaster, a disaster for health, for
society, and most of all for national economies” (Chan 2011, emphasis added). Similarly, from the
World Bank (2011): “Countries need to recognize that nutrition is not a consumption issue; nor is it
primarily a question of welfare.  Strategic nutrition investments can contribute to human capital
formation and can thereby drive economic growth” (ibid.,  117). The inherent risk associated with
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the “externality” narrative, is that it may exacerbate the public perception that the “bad behavior” of
some is damaging those who appear to make better choices.
The aspects of an issue that are emphasized and made salient lead to a particular course of
action (Kwan 2009).  The way causes are emphasized can have a significant affect on the public's
support for policies. For example, Beeken and Wardle (2013) showed that people who believe that
obesity  is  caused  by  the  food  environment  or  genes  are more  likely  to  support  government
interventions for prevention.  Causal stories that implicate the environment are more supportive of
NCD food policy than those that implicate the behavior of individuals. 
A report  published  by  the  World  Bank expresses  the  need  for  a  change  in  the  narrative
surrounding  the causes of  NCDs: “In order to re-position NCDs within health and development
agendas, a different approach and view may be needed. It may be helpful to reframe the debate at
country level to emphasize the societal (rather than individual) determinants of disease” (Marquez
and Farrington 2013, 34)
5.5.1 Narratives in Kenya
Narratives vary in Kenya's  policy documents.  The Nutrition Action Plan describes the cause of
NCDs as changes in “lifestyle.” In contrast, the Cancer Control Strategy attributes the cause to the
“exposure” to  risk factors resulting  from globalization,  and this leans  more  towards  regulatory
policy, as it takes the responsibility off  of  the individual and  places it on the environment. The
individual responsibility paradigm,  however,  is  intuitive,  and  it  is  the  more  prevalent  narrative
among Kenyan policy documents. Consistently,  educational strategies are ubiquitous among these
documents, whereas environmentally focused policies are much fewer.
The Kenyan News Media
Narratives pervade all domains, but narratives in the news media reveal messages that are more
public than those in policy documents, and Narrative  Policy  Framework argues that these public
beliefs affect policy outcomes. Media coverage that focuses attention on a particular issue can either
hinder or accelerate the success of policies (Exworthy 2008).
The news media in Kenya are examined narrowly for awareness of nature and magnitude of the
problem, causal stories, and preferred strategies from significant actors including medical experts,
policy-makers, and academics. Analysis of media narratives achieves two different things. Firstly, it
supplements the  understanding of the  beliefs  of policy-makers in Kenya.  Secondly,  it reveals the
beliefs and attitudes that pervade the environment surrounding these policy-makers.
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Many narratives in the news media speak with urgency about the problem, its severity, and its
consequences. In fact, the severity of the problem appears even more troubling than in  scientific
articles  and  policy  documents.  NCDs  are  repeatedly  compared  to  HIV/AIDS  (Rubadiri  2011).
Strong language  is often used. For example, Kenyans will “die like flies” if they maintain their
present lifestyles  (Oeri 2010).  The increasing incidence is equivalent to “sitting on a time bomb”
(Nyongâo  2011a) .  NCDs cause “early  miserable  deaths”  (Makumi  2011).  There is  a  “diabetes
tsunami” (Rubadiri 2011) approaching and Kenya is facing an “unprecedented epidemic” of NCDs
(Makumi 2012). If the current trend does not change, “people younger than 40 will go to an early
grave” (Ihucha 2011).
Problems particular  to  Kenya are  emphasized,  showing that  an acute understanding of  the
magnitude of the  problem is present, if not prevalent, in society. Kenyans are developing cancer
very commonly between the ages of 35 and 43, whereas people in affluent countries develop cancer
on average between 55 and 65 (“Puzzle” 2011). Nine out of ten deaths from NCDs occur before the
age of 60 (ibid.). Children are also very often mentioned as victims of NCDs, obesity in particular.
Indeed, Kenyan children are “eating to death” (“WHO: Kenyan” 2010). There is also awareness of
the double burden of malnutrition as Kenya has “stunting rates of 35 per cent and is  currently
experiencing a rise in diet-related non-communicable diseases” (Ngotho 2012). The recent nature of
the crisis is also mentioned: “A decade and a half ago, heart diseases were hardly heard of, but
today, they are a common occurrence” (“WHO: Kenyan” 2010). Interestingly, issues such as genetic
vulnerabilities and inbreeding in certain communities  may be  a cause of high rates  of diabetes
among some communities (Ndonga 2012).
There  is  also  awareness  that  the  problem is  not  one  of  affluence.  Although  some articles
suggest  the  problem is  higher  within the  middle-class,  there  is  also  a  strong  association  with
poverty. The increasing problem among the lower socioeconomic strata is noted: “Middle and low-
income families are consuming [high calorie foods] at an alarming rate”  (Chege 2011),  and high
blood pressure is killing the “poorest of the poor” (“Hypertension” 2013). The poorest people have
the  highest  likelihood  of  developing  NCDs,  even  as  they are  the  “least  able  to  cope with  the
resulting financial consequences” (Mutai 2011). Disability caused by NCDs among parents means
that an “entire family can find themselves homeless and pulled into dire poverty” (Kimani 2009a). 
The economic development-centered narrative is dominant  among important political actors.
The former Prime Minister Raila Odinga and Minister of Health Beth Mugo repeatedly warn of the
threat of NCDs to Kenya's development goals. Odinga Raila was reported as saying that failure to
manage the spread of NCDs will “threaten the development gains” (Oruko 2011). Beth Mugo asked
the rhetorical question in relation to NCDs: “'Can we achieve this vision [of being a middle-income
63
country] with an unhealthy population?' The answer is clear to all of us” (Ngotho 2012). It was also
observed that if  nutrition does  not  improve in  Kenya, “funding for development  goals may be
equally useless” (Karambu 2010). The newly appointed Minister of Health,  James Macharia, also
reportedly  said that  NCDs  are  “not  only  a  health  problem  but  a  development  problem”
(“Government to Fight” 2013).
Although the economic cost narrative is dominant, there are alternative narratives that are less
pragmatic and more ideological. Good nutrition is named as a “right” by Beth Mugo (Ngotho 2012).
Narratives also appeal to values. The responsibility for the problem “transcends an individual and
reflects our values as a society” (Makumi 2011). However, ideological narratives are rare  and the
economic costs are more often the justification of action. 
Causal  stories  in  the  media  are  mixed.  Narratives  placing  responsibility  with  individual
behavior and emphasizing poor choices and lack of awareness are common. “Ignorance is the major
contributing factor” (Ng’etich 2011), and Kenyans “simply don't know what harm they are causing
to themselves” (Yaa 2013). “People lack information about diabetes” (Kerongo 2013). “[Kenyans]
are making poor food choices” (Mutoko 2012). Parents are often blamed for improper choices for
their children (“More to Suffer” 2010). Preferences are reported to have changed from “vegetables,
legumes, fruits and home-made meals to fast foods” (Oeri 2010). “Poor eating habits” have caused
diabetes  incidence  to  rise  (Ndonga  2012).  Simple  obstinacy  is  also  blamed as  Kenyan's  have
“ignored a campaign to take part in physical activities and eat healthy foods” (“Children Growing
Fatter” 2011) and “affordability and accessibility of vegetables and fruits is not an issue, the issue is
attitude” (Ihucha 2011). The news media itself is used as a platform for education, and advice about
behavioral modification is very common.
In contrast,  changes in the  environment  are also  often  blamed. Price is suggested to be the
problem as people in urban areas “can’t afford healthy foods” (“Hypertension” 2013). “Nowadays
there is a lot of cheap high calorie foods being sold on the streets” (Chege 2011). “Westernization”
of the environment  is named as  a cause  (“Experts Sound Alarm” 2011).  Similarly,  Kenyans are
“exposed to  more  'obesogenic'  lifestyles”  (“Children  Growing  Fatter”  2011,  emphasis  added).
“Urbanisation and a free economy,”  which  have led to increased availability of highly processed
foods,  are other environmental explanations (Oeri 2010).  Changes in the market have resulted in
“fewer places to eat healthy” (Wesangula 2011). “The environment [Kenyans] now live in supports
obesity”  and  exposure  to “advertisements for fast foods, sugary cereals and  unhealthy  snacks” is
responsible (Angâawa 2009).  Junk food is “easily accessible” and convenient (Wesangula 2011).
Suggested strategies to solve the problem are diverse.  As expected, educational policies are
often mentioned. Health experts seek to “get the message out there to people about changing their
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lifestyles” (Oeri 2010) and “enlighten . . . residents on healthy living” (Yaa 2013). Policies should
involve teaching “nutrition and emphasize the dangers of unhealthy foods” in schools  (“Weighty
Matters” 2011). Parents are advised to “monitor their children's diets” in order to curb the onset of
NCDs  (“WHO: Kenyan” 2010).. “Responsibility lies with parents and guardians”  to teach their
children to  eat  healthfully (Karambu 2011). Kenyans need to  “wake up”(Nyongâo 2011b),  and
campaigns  aim to  “create national awareness” (Ng’etich 2011) and “carry out sensitisation on the
factors” that cause NCDs (Mwaniki 2010). Related to cancer,  it is suggested that the government
“should put up more treatment facilities and invest more in awareness campaigns” (Kimani 2009b).
Medical strategies are common. The former Prime Minister aimed to “streamline the national
health  structure”  to  better  treat  NCDs  (Oruko  2011). Other  medically  oriented  strategies  are
“improving healthcare delivery in peripheral areas”  (Karambu 2010b) and “free tests for diabetes
and  lifestyle  diseases”  (Mwaniki  2010).  More  frequent  medical  checkups  is  also  proposed
(Ndirangu 2010).
NCD food policies are not the most mentioned strategies, but they are mentioned a few times.
One article  urges that  the  food industry  should  “share  some  corporate  responsibility”  for  the
epidemic (Makumi 2012). Another argues that it is a basic “public health precept that all significant
advances in population health require and involve the use of law,” and “government should move
with speed to regulate and where possible, come up with legislation to restrict or prohibit marketing
of snacks, sugared drinks, other energy-dense ultra-processed products, to children, on television,
on road-shows, in schools and supermarkets” (Makumi 2011). There is also a recommendation that
“sale of junk foods should be controlled,” and “policies and legislation that create and maintain an
enabling environment” should be enacted (Muchamgi 2011). 
The experts  who participated in  this  thesis all  expressed  support  for the use of NCD food
policy in interviews or other correspondence, and this makes observation of their narratives in the
news  media particularly  revealing.  They are all quoted in the media and  appear very engaged in
promoting awareness of the magnitude of the problem. Despite their expressed beliefs in favor of
statutory food regulations, none of them are quoted promoting these policies. In fact, the behavioral
focus is still common among them. Alice Ndong is represented as being “confident that the war for
a healthier diet can be won if information on nutrition is available to consumers” (Wesangula 2011).
Gerald Yonga said that Kenyans can avoid NCDs by changing their lifestyles. He urges patients to
“change their eating habits” in order to prevent NCDs (“More to Suffer” 2010). Gladys Mugambi
repeatedly emphasized the  responsibility of parents' choices,  and  is also  quoted, saying, “we are
making poor food choices. We are fat, out of shape and unless we get serious, we will die” (Mutoko
2012). Mugambi and Ndong use the media as an educational platform, pointing out respectively that
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Kenyans have a “fat intake well above the WHO limits,” (“The Dangers” 2010) and portion sizes
are  making  people  overweight  as  “people  are  eating  large  portions  of  everything” (“Skipping
Meals” 2012).
Summary of Narratives
The conclusions that can be drawn from the media are somewhat modest. However, it is very clear
that there  is high awareness among academics  and  policy-makers  within the health domain and
especially  among  experts  within the medical field.  The  dire consequences are acutely understood
and depicted. Experts and policy-makers are seeking to increase the priority of NCDs in the public
consciousness.
There  is,  however, poor  coherence  of  policy  narratives within the  Kenyan  media. Causal
perceptions within the articles are mixed, as responsibility is attributed to both poor choices as well
as to changes in the environment.  The articles show that individuals can ascribe responsibility for
the problem to very diverse factors, some explicitly contradicting others. Preferred strategies  are
also mixed. Support for NCD food policies is present, but it is relatively rare. Educational and
promotional campaigns and strategies within the medical system are more common. 
The  vast majority of messages come from actors  within the health  domain,  most  often from
experts  within  academia  and  the  medical  system.  Yet  there  are  exceptions.  Indeed, the  most
emphatic  encouragement  for  NCD  food  policies  comes from  outside  the  health  domain. The
Permanent Secretary of the Minister of Gender reportedly said, “The sale of fast foods to children
must be regulated” (Oeri 2010,  emphasis added). The Minister of Higher Education, Science and
Technology is paraphrased  saying,  “The Kenyan  sale of junk foods should be controlled because
they contribute to non-communicable diseases in Kenya” and a “new law to enforce clear labeling
and regulation of food content for cholesterol, sugar and salt is needed” (Muchamgi 2011, emphasis
added). However, there are no references to NCDs from actors within the Food Policy Subsystem or
other  primarily  economically  oriented  subsystems.  The  problem is  continually construed as  an
economic issue,  but  economic  experts  do not  appear  to  be engaged with the  issue.  The Prime
Minister's  engagement with the issue is one  important exception,  but he  almost always speaks in
terms of the medical system when he speaks of strategies, and does not appear to promote the idea
of statutory food policies.  Nevertheless, support for NCD food policy exists and is not entirely
restricted to the Health Policy Subsystem.
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6 CONCLUSION
The concluding chapter begins with a repetition of the research question:
Why are there no national food policies for the prevention of non-communicable diseases in 
Kenya?
This thesis has approached this question from four different angles. The first is through identifying
belief systems of policy-makers in Kenya. At the outset of this project, it was suspected that policy-
makers'  “perception  of  world  states”  or  more  simply,  lack  of  awareness  about  the  extent  and
severity of the NCD epidemic in Kenya may be a barrier to NCD food policies. This turned out to
be true only for the Food Policy Subsystem, whereas  actors  engaged in the health  domain are
acutely aware  of  NCDs and their  consequences  at  all  levels.  This  is made clear  by the policy
documents,  interviews  and  the  news  media.  Communicable  diseases  and  undernutrition  are,
however, still widely – though not universally – believed to be a more pressing matter than non-
communicable diseases. 
Another early expectation was that NCD policies may be absent because policy makers do not
believe that they are desirable or appropriate for Kenya.  Analysis of the interviews, some policy
documents,  and  the  media  suggests this  is  not  entirely  true.  There  is  evidence  of  support  for
government intervention  within the Health Policy Subsystem. Kenya's National Diabetes Strategy
advocates strongly for NCD food policies, and the expert participants believe that the policies are
desirable  for  Kenya.  However,  there  is  no  unity  among  preferred  instruments  and  little
institutionalized support  within  official  documents.  There  is a  much  greater  consensus  about
educational policies, which are universally promoted, while NCD food policies are only promoted
in one policy document.  This  thesis  did not  provide detail  about  the  constellation of  advocacy
coalitions  centered around particular  beliefs  within the  Health  Policy Subsystem,  and a  deeper
understanding of this is needed.
Consistent with initial expectations though, awareness of the relevance of NCDs to food policy
is mostly absent within the Food Policy Subsystem. The exception comes from the National Food
and Nutrition Security Policy. NCDs are mentioned briefly, and significantly, it acknowledges that
consumption of “commercially processed food” is a significant cause of the problem. In general, the
core policy beliefs within this subsystem seem to be in conflict with the idea of regulatory NCD
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food policy.  There is a strong reluctance toward government intervention and an overwhelming
priority to maximize commercialization of agriculture. Economically oriented actors are reluctant to
regulate,  even  for  goals they  approve  of.  They value  minimal  and  parsimonious  regulations,
whereas actors within the health domain wish for a nuanced and comprehensive regulation that
addresses both over and undernutrition. 
The  conflict  between  NCD  food  policy  and  preferred  strategies  within  the  Health  Policy
Subsystem may  not  be  unequivocal,  considering  the  very  strong  emphasis  on  export  activity.
However, because interviews of members of the Food Policy Subsystem were not undertaken, this
thesis provides little detail or nuance about food policy-makers' positions. The specific beliefs about
NCD  food  policy  within  the  Food  Policy  Subsystem  in  Kenya  is  an  area worthy  of  deeper
investigation. 
The examination of the current state of beliefs made it clear that the enactment of NCD food
policies would require significant policy-oriented learning across and even within subsystems. This
leads to the second angle of investigation  regarding the conditions that tend to be necessary for
change to occur.  There are a number of reasons why it is an uphill battle for  NCD food policy
advocates in Kenya. Food policy is inherently complicated and tractability is especially low because
of  the  exceedingly  precarious  situation  constituted  by  the  widespread  co-occurrence  of  both
undernutrition  (i.e.  stunting  and  wasting  among  children)  and  obesity.  The  need  to  avoid
exacerbating undernutrition is evident in food policy documents and interviews, particularly from
Gerald Yonga. Policies that navigate both problems have not yet been developed. Poverty and the
importance  of  food  to  the  economy increase  the  risk  of  potential  unforeseen  consequences  of
government intervention and the urgency of economic growth is palpable in official documents.
Furthermore,  the  research  that  could  make  the  policies  more  compelling  to  policy-makers  is
lacking. There is no effective, organized advocacy coalition in Kenya with the resources or political
momentum to overcome these obstacles, despite the presence of individuals who would like to see
preventative food policies enacted.
NCD food policy does not lie on fertile political ground in Kenya. Improving the amenability
of the political  circumstances  would require resources in the hands of actors that support  such
policies. This is a persistent dilemma because the activities that are necessary to achieve political
resources  require  monetary  and  technical ones.  The limited  resources  at  the disposal  of  health
policy-makers are more readily devoted to communicable diseases, because they are often seen as
more pressing and are more conventionally under their policy jurisdiction. It is difficult to envision
a way for NCD advocates in Kenya to initiate change without help from outside actors. 
The third angle is an observation of powerful external actors. They are not yet providing clear
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leadership or strong, active promotion of NCD food policies in general. This is reflected in the
policies and behaviors of large international organizations, mainly the WHO, as well as the relative
lack of smaller NGOs devoted to the issue. The WHO's recent policy on marketing to children is
one exception, and it is an example of the kind of leadership the WHO is capable of providing. The
World  Bank  has  proposed  various  food  policies  in  documents,  but  they  do  not  appear  to  be
promoting the policy in Kenya. Whether the message will be successfully transferred to economic
actors in Kenya, and whether the WHO and World Bank or other important institutions will expand
or intensify the promotion of NCD food policies is unclear. Writing a report is not likely to be
enough, and active involvement from the organizations' local offices does not seem to be taking
place. 
Countries which tend to be policy lenders, such as the United States in the case of tobacco
control, are not leading the way on this issue. Many countries which have the resources to find and
implement evidence-based solutions seem to be heeding the interests of the food industry above the
health  of  society  at  large  on  this  matter.  Furthermore,  those  high-income countries  which  are
beginning to enact NCD food policies have an essentially different problem than Kenya, because
undernutrition  is  not  a  competitory  problem,  and  therefore,  will  provide  limited  guidance  for
countries that wish to simultaneously address the double burden of under and overnutrition. 
Those who support stronger government intervention for the prevention of nutrition-related
NCDs do not have the power to initiate it in Kenya. The pressing need for help was clearly stated by
the interviewed experts and within the news media, and expressed most explicitly by Alice Ndong:
“We need support from international experts, we are struggling.”31 ACF predicts that major policy
change happens only when events or actions from outside the subsystem change the balance of
power. In this case, it seems likely that those events and actions will need to come from actors
external to Kenya – those who have the resources to undertake the needed research and economic
analysis, lobby powerful political actors, and try out legislation. There have been some changes
among  international  organizations  recently,  but  it  is  too  early  to  know  whether  they  will  be
magnified in the future and initiate major change. Coordination among many countries is likely to
be more affective than Kenya acting alone. The food system is a global one, and changing it will
probably require international coordination with actors working in concert.
The  final  angle  of  approach  explores significant  narratives  at  different  levels.  The  most
ubiquitous narrative at all levels is one that describes the NCD epidemic as a development problem
and an obstacle to economic growth. Although it would be more satisfying to describe the problem
in terms of the direct affects of illness, disability, or quality of life, the development narrative has
31 Ndong, Alice, Email correspondence, June 14, 2013
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the potential to resolve a major impediment to NCD food policy mentioned above, namely, the
dependence on two diverse subsystems,  one not  traditionally engaged with health  issues  (Food
Policy  Subsystem) and  the  other  characterized  by  fragmentation  and  weakness  (Health  Policy
Subsystem).  This narrative makes NCDs highly relevant  to  the most  salient  concerns of actors
responsible for food and economic policy, and it appeals to their core beliefs. It provides a pathway
for inter-subsystem policy-oriented learning. The narrative has become very pervasive, even among
health  professionals  in  Kenya.  Addressing  NCDs  has  not  yet  become  a  high  priority  among
economic  development  decision-makers,  but  the  rational,  results-based  economic  approach  is
probably the most influential way to go about finding and implementing solutions. 
Narratives within the Kenyan news media do not give clear-cut answers, as the results are quite
diverse. The narratives are surprisingly vivid and urgent, and the NCD epidemic is spoken of as an
impending disaster. It was surprising to find pervasive and acute awareness and a nuanced and
complete understanding of the consequences of NCDs for Kenya, making lack of awareness an
inviable explanation for the absence of NCD food policies. 
There is, however, little explicit support for the policies. Actors featured in news articles do not
consistently advocate for  them. Narratives implicating poor choices of individuals are still  very
common in the news media. All four experts which I communicated with were also consulted for
news  articles,  and  despite  their  beliefs  in  the  desirability  of  NCD  food  regulations  (observed
through interviews and questionnaires), I did not find evidence that they are advocating for them in
the press. NCD policy advocates must make the best out of very limited resources, and the media
provide  venues  which  may be  better  exploited.  Health  policy-makers  and professionals do not
appear to be coordinated in their narratives and preferred strategies for addressing NCDs. This is
one obstacle that could likely be ameliorated by clearer leadership from the WHO.
Narratives  related  to  NCDs  from  actors  within the  Food  Policy  Subsystem  or  other
economically  oriented  subsystems  were not  found  in  the  news  media,  again  showing  lack  of
engagement with the problem from important decision-makers. Nonetheless, narratives advocating
NCD food policies do exist in the media from a few actors, but these actors seem not yet to have
formed an influential advocacy coalition. 
Discussion
Despite the detailed focus on a single country case study, there are still many aspects of Kenya's
policy  situation  that  have  not  been  uncovered.  The  most  conspicuous  area  in  need  of  further
research  is  that  of  actors  outside  the  health  domain.  A more  thorough  understanding  of  the
perspective of economically oriented actors regarding NCD food policy is needed. Interviewing
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economic and other development-focused actors would be a good way to better  understand the
challenges of preventing NCDs and protecting traditional diets. Conflict in beliefs has been inferred
from general statements in the available documents, but to understand the specific attitudes towards
NCD food policies, policy-makers need to be asked. The documentary analysis provides only a very
rough understanding of  what essential actors  believe and  of  their perceived conflicts with NCD
food policy. 
Different  types  of  evidence  have  been  brought  together  to  understand  various  aspects  of
Kenya's policy situation. Focusing on one country is a narrow perspective considering the breadth
of the problem of NCDs in lower income countries. Kenya's problem is one small piece of a global
phenomenon, but its situation has implications for the wider problem. Many of the issues mentioned
in this thesis are likely to be present in other lower-income countries. More importantly though, this
thesis draws attention to the need for stronger involvement from the international community –
among institutions and governments with the resources and legitimacy to create new best practice
policies  for  food-related  trade,  investment,  and  fiscal  policies;  get  the  attention  of important
political actors; do the necessary research; and effectively promote policies. The onus for finding
and  proliferating  the  right  strategies  lies  with  actors  outside  of  Kenya,  as  they  have  done
successfully with tobacco policies. Low-income countries will need help not just with food policy,
but addressing the problem of NCDs more generally.
Non-communicable diseases as a global problem is a new and dynamic issue, and this thesis
cannot predict future policy outcomes. NCD policy is still a matter of contention. Kenya, like many
other  low and middle-income countries has only just  begun addressing the problem. Advocacy
Coalition Framework claims that major change happens slowly, and with time, when NCD policies
reach a point of stability, each of the methods employed in this thesis could be used in greater depth
to better  untangle the  mechanisms that  were involved in  the  institutionalization  of  a  particular
strategy or trend in strategies. Retrospective analysis  of the policy area, when best-practice policy
strategies have finally congealed, may better reveal the mechanisms involved in policy-making and
reveal something more general about the process of policy change. It is likely to be an interesting
and fruitful area of policy analysis.
 The conclusions from this project speak more to those motivated to achieve solutions to the
problem of NCDs. Kenya appears to need research at all levels – from more complete statistics
defining the problem, to analysis of the costs-effectiveness of different policies. The urgent need for
more data was a continuous refrain throughout the process of writing this thesis. More actors and
more policy domains need to be involved in the search for optimal solutions and to participate in the
debate. For NCD food policy advocates, recruiting expertise outside of health subsystems is crucial.
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Economic arguments need not be abandoned for ideological or utopian ones.  What is needed is a
sincere  and  competent  effort  to  prioritize society’s long-term interests above those  of  interest
groups. All sides should embrace a balanced concept of human welfare that includes both health and
economic opportunity. 
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